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Psychiatric Interpretation of the Growth Process 


Part |. The Earliest Years 
Helen Ross and Adelaide M. Johnson, M.D. 


Miss Ross is Administrative Director and Dr. Johnson is a Staff Member of the Institute for 
Psychoanalysis, Chicago, Illinois. Part II, dealing with latency and adolescence, will appear in 
the April JOURNAL. 


PsYCHIATRY IS USED as an inclusive term 
to denote the study and treatment of all 
types of emotional illness. Until the last 
half century, it referred only to the treat- 
ment of the more serious mental disturb- 
ances; indeed, psychiatry was originally 
limited to the custody and treatment of 
the insane. Now, its meaning is far broader 
and includes even minor emotional dis- 
turbances. The emphasis today is not on 
just the care and treatment of upset people, 
but rather on the cause of their distress. 
As we come to understand why people act 
strangely or are unhappy or unable to do 
their work or feel ili and develop physical 
symptoms like headache, asthma, high 
blood pressure, and so on, the mystery once 
associated with emotional illness disappears. 
This is not to say that all physical illness 
has emotional origin, but that physical 
symptoms and emotions affect each other. 
Even malaria, a disease we know is caused 
by a germ, affects an individual’s emotional 
life. Such understanding will enable us 
not only to find satisfactory treatment for 
these troubles, but it will also help us to 
find ways of preventing them. 


The modern schools of psychiatry have, 
therefore, abandoned the old method of 
teaching a catalogue of mental diseases and 
now seek to make clear the whole process of 
emotional illness by teaching first what is 
the normal development of the personality 
from infancy. Personality is an outgrowth 
of the relationship between the child and 
the parents. Emotional illness is the result 
of interferences with this relationship. 

The first question in psychiatry, there- 
fore, becomes: why do human beings be- 
have as they do, or what makes people tick? 
The infinite variation in human personality, 
even within groups of people who are 
brought up in much the same manner— 
indeed, the wide difference between mem- 
bers of one family—calls for explanation 
beyond the old belief, “They were born 
that way.” With due respect to the impor- 
tance of inheritance, psychiatry is more 
concerned with what happens to individu- 
als. When something goes wrong, the psy- 
chiatrist tries “to do something about it.” 

Since the first event in life is birth, how 
the parents feel about the coming of a child 
even before it is born is important. This 
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docs not mean the “prenatal influence” 
of old wives’ tales; for example, if a rabbit 
frightened the expectant mother, her baby 
would be born with a hare-lip. It means, 
rather, that the attitudes of parents are the 
first influences the child meets when he 
comes into the world and that they shape 
the child’s feelings about everything in life. 


Food and Love 

Since the first service to the child is to 
give him food, let us examine what happens 
when he is fed. If the mother fondles him, 
puts him to the breast gently and lovingly, 
and patiently helps him to learn to suck, 
his first adjustment to another person is a 
good one and he learns to expect other peo- 
ple to be friendly, too. If, on the other 
hand, she forces her breast or the bottle 
into the tender mucous membrane of the 
infant’s mouth, she may hurt him and 
throw him into a state of panic, which he 
will show with random motor activity and 
inability to suck. He will become afraid 
and refuse to nurse; he may even come to 
feel that his mother is his enemy. This is 
not “thinking,” since the infant’s mental 
processes are not developed, but it is the 
body’s way of defending itself. Sometimes 
these distressed infants vomit recurrently. 
Often they are thought to have a stoppage 
in the digestive tract, and an operation may 
be performed, when in reality they are sim- 
ply in a state of nervous tension brought 
on by the handling of an anxious, or per- 
haps unloving, mother. The effect of such 
an early painful experience may carry over 
for a long time, either in physical symptoms 
or in evidences of lack of confidence in 
everyone. A girl of 6, for example, was 
brought to the clinic because she had vom- 
ited since birth, although no organic reason 
for this symptom could be found. She cried 
a great deal and was afraid of people. It 
was discovered that her mother was una- 
ware of the impatient, tense manner in 
which she had always dealt with this child 
in regard to food. Eating was no fun for 
her child (as it should be), but a painful, 
frightening ordeal. This mother had been 
treated in much the same way by her 
mother. The way in which the psychiatrist 
can cure this frightened child and help the 
mother constitutes one of the most inter- 





Journal of Social Casework 


esting and significant specialties in medi- 
cine. 

Hunger is a painful experience. We all 
love and have confidence in the person who 
can ease our pain. The infant develops 
affection for the mother who relieves his 
distress. The child who found eating pain- 
ful or who, for some reason, did not get 
enough food in the first days of his life, 
may show the effect of this lack of satisfac- 
tion in nagging, demanding ways. It is as 
if he fears that he will never get enough 
of anything. Early hunger may also pro- 
duce quite the opposite type of person, one 
who is shy, apathetic, discouraged, as if he 
feels there is no use in trying to get enough. 
What happens to the infant in his first ac- 
tivity, eating, may lay down the basic pat- 
tern of his character. When the child has 
a basic confidence in people, he no longer 
needs to waste his energy in trying people 
out, but can turn his interests to creative, 
productive pursuits. While breast feeding 
has advantages in that the mother has op- 
portunity to be closer to the baby and thus 
to express her friendliness, bottle feeding 
can accomplish the same if the mother 
really loves her child and gives freely of 
her time and interest. 

Levy’s! experiments with puppies have 
shown that there is great satisfaction in 
sucking, aside from relieving hunger. The 
puppy that is fed too fast will continue 
sucking movements long after it has fin- 
ished the bottle. A baby who does not have 
enough sucking time at feeding may turn to 
thumb sucking or some other form of 
mouth play. 

The infant, animal or human, strives to 
complete a phase of growth when the nor- 
mal growth process is interfered with. Every 
phase of growth seems to demand its own 
span of time for completion and although 
these phases follow in the same sequence 
for every individual, there is great variation 
in tempo. The wise and observant mother 
is sensitive to the rhythm of her child and 
does not push him beyond his capacity at 
the moment. Neither does she hold him 
back. When he is ready for the next step, 
such as holding the spoon or cup himself, 
she helps him. In this way, she assists him 


1D. M. Levy, “Experiments on the Sucking Re- 
flex and Social Behavior of Dogs,” American Journal 
of Orthopsychiatry, Vol. IV, 1934, Pp. 203. 
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to grow toward the independence which 
our culture expects of every normal person. 

Sometimes we see the effects of an un- 
happy, unsatisfied infancy in grownups 
around us. Some of these are depressed 
people who have never recovered from 
their early discouragement with life. Some 
are selfish, suspicious, and bitter because 
they have always felt cheated and neg- 
lected, and often try, sometimes uncon- 
sciously, to cheat or take advantage of 
others. There are others whose physical 
symptoms tell us the story of infantile un- 
happiness: those who constantly eat too 
much and are obese; those who never have 
any appetite, eat with difficulty, and vomit 
frequently. 

Every phase of personality development 
produces its own stresses which may become 
reflected in the body or may show them- 
selves in some type of personality disturb- 
ance, or both. Stomach ulcers are thought 
to have their psychological origin in the 
unsatisfied need to be loved and cared for. 
Many people are ashamed of such longings 
and so try to seem highly independent, al- 
though they hunger for love. To the in- 
fant, love and food are a_ psychological 
equation. So when a person allows himself 
no dependence on a loved person in his 
daily life because he thinks it childish, his 
stomach takes up the cause and behaves 
just as it did when he was an infant: it 
gets ready for food. This constant stomach- 
wish keeps the gastric juices flowing to an 
excessive degree, irritation sets in and an 
ulcer may result. Such an illness is called 
psychosomatic, meaning that the body func- 
tions are influenced by psychological ten- 
sions. In the realm of personality disturb- 
ances, an example is the “infantile charac- 
ter.” Some people just do not grow up in 
a psychological sense; they wish to remain 
forever dependent on others, to have no re- 
sponsibility in life. 


First Steps in Learning 

Anyone who has observed infants care- 
fully knows that they enjoy everything as- 
sociated with their bodies, including the 
excreta, which to them are a part of their 
bodies. But the infant reaches the time 
(normally toward the end of the first year) 
when he is ready to learn bowel and blad- 


der control. It is highly important that 
this learning is not forced upon him before 
his sphincter muscles are strong enough to | 
do what is expected: to control his elimina- 
tion until he has reached the toilet. Just 
as his stomach develops its rhythm for in- 
take of food and digestion, so his bowels 
and bladder establish their rhythm, each 
child according to his own make-up. If 
the mother notes this, she can help him to 
form habits of cleanliness, but she must 
have his willingness if the lesson is to be 
well learned. Children can be taught to 
conform under fear of punishment, but 
learning through fear is not economical; 
since it brings no pleasure, the child re- 
lapses easily or fails completely. When his 
sphincters are ready, he will give up his 
primitive gratification in soiling himself in 
return for his mother’s approval. If the 
mother fails to note his readiness to par- 
ticipate in his own training, the child may 
remain untrained and thus fail to comply 
with a fundamental demand in social 
living. 

The effects of training a child too early 
or too severely are seen regularly in both 
the medical and the behavior clinics. Con- 
stipation, diarrhea, and other intestinal 
complaints are the psychosomatic illnesses 
that may be induced by interferences with 
this phase of growth. Stubbornness is a 
common result of the parents’ efforts to 
force their will on the child; this sometimes 
develops even to the point of the child’s 
not talking. Or a child may be made un- 
duly anxious over dirtiness and become a 
slave to cleanliness for the rest of his life. 
Or he may become so preoccupied with his 
body functions that there is no psychic en- 
ergy left for a colorful, creative life. 

During the “training” period, the child 
often feels hostile toward those who are 
teaching him. The mother, who was first 
only the good, indulgent provider and care- 
taker, has to become the interpreter of so- 
ciety’s demands. This means she must not 
continue to give in to the child’s primitive 
wishes; in his frustration, the child responds 
with anger. Such anger should be met by 
the parent with firm, consistent handling; 
if the parent returns hostility to the child, 
he only makes the child fearful and guilty 
and drives the angry feelings inward, where 
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they fester and break out later in some 
other form. Sometimes a child’s anger 
shows itself in destructive acts, which the 
parent should treat with firmness and re- 
straint; this the child needs and wants. To 
allow him to destroy things is to make the 
child fearful of himself as well as of other 
people. Little children have to be helped 
constantly to know what is acceptable be- 
havior. It is not true, of course, that par- 
ents or any other individuals can “turn 
on” suitable feelings or that appropriate re- 
sponses are automatic. The parent was 
shaped by his own experiences; he, too, had 
parents. It may be that a parent has been 
so much hurt by his own past that he needs 
the sympathetic counsel of a trained person 
to help him make those responses that will 
in turn help his children to be happy and 
normal. 

Destructiveness, however, is not always 
hostile. As the world of little children is 
enlarged by their ability to creep or to 
walk, it becomes more interesting to them; 
they begin to get into things, to explore, to 
examine. When this time comes, the play 
pen is no solution; the child should be al- 
lowed to run about, to exercise his large 
muscles, and to get acquainted with his 
bigger world. Taking things apart is one 
means of investigation. Since the child 
cannot be expected to know the value of 
things around him, the wise parent moves 
the destructible, valuable things out of 
reach. This investigative interest extends 
to people as well as to things. The little 
child who has been loved and so has 
learned to love people wants to be with 
people. The confinement of the nursery 
bores him; he wants to be with his father 
and mother; he wants to know what they 
do. As soon as he can talk, he asks ques- 
tions. 

The great curiosity of the little child 
should be welcomed; it is the mainspring of 
learning, the foundation of all thinking. 
Only dull children or frightened children 
do not ask questions. A child of 3 years 
pays no attention to time or place when 
some new awareness prompts him to find 
out more. “Where did I come from?”, he 
may ask in the middle of a busy street. 

The little child is curious first about his 
own body, then about the bodies of others. 
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What the body does is to him endlessly in- 
teresting; about it he has none of the guilt 
and shyness often seen in the adult. These 
queries should be answered as they come, 
but not amplified beyond his questions. 
He will take in what he can understand 
and, if the parent has built up confidence, 
he will come back for more when he is 
ready. The parts of the body and the func- 
tions should be given names and referred 
to naturally, without shame or undue in- 
terest. Evasiveness on the part of parents 
will leave a child not only unsatisfied, but 
sensitive and anxious, and because of anxi- 
ety, even more curious. Condemnation of 
his sexual curiosity will drive his interests 
underground and he will have to fight the 
thoughts he thinks are bad. 


The First Emotional Triangle 

At 2 or 24 years, the normal child is 
making his own observations and develop- 
ing his own theories about where he came 
from. He should have a room apart from 
his parents, if possible, from birth. The 
habit of some parents of going nude about 
the house is questionable. When the little 
child becomes conscious of his own body, 
particularly of the sexual characteristics, 
he suffers from comparison with the adult 
body and he may become preoccupied with 
this subject. A time comes when the little 
child gives indication that he wants his 
privacy; this should be respected by the 
parents. 

Although the first loved person is usually 
the mother, by the age of g the child has 
developed a strong affection for both par- 
ents and he wants them both for himself. 
This is the first emotional triangle. But he 
discovers that the father and the mother 
belong to each other as well as to him. If 
he has no brothers or sisters, this is his first 
experience in sharing love with another, 
and the emotional outcome of this dis- 
covery will determine much of his attitude 
toward love for his whole life time. Even 
if he has brothers and sisters, he must work 
out this father-mother-child relationship. 

The little girl begins at 3 to be more 
feminine than formerly; she loves to “dress 
up”; she watches the mother’s attitude to- 
ward the father; she imitates the mother’s 
preparation for the father’s return from the 











in- 
Lilt 


ne, 


ans 


co Fr RS | CE CUS 


—- -_ Ste 








Psychiatric Interpretation of the Growth Process 91 


office; she wants to do everything with the 
father that the mother does and this in- 
cludes, in her logic, going to bed with the 
father. The boy of 3 begins to try to act 
like the father in respect to the mother; as 
an infant, he imitated primarily his mother. 
Now, he becomes jealous of the father’s at- 
tention to the mother and tries to keep her 
to himself. Jealousy is natural and unavoid- 
able in these efforts of children to be 
loved and should be allowed expression. 
Parents should not be too severe or too 
lenient toward little children’s jealous be- 
havior, but rather accept it as belonging to 
their growing up. 

The child has two problems at this age 
—to become like the parent of his own sex 
and at the same time to be loved by both. 
He competes with one for the love of the 
other, and this makes him feel hostile or 
discouraged. Sometimes children turn away 
from their normal striving to become like 
the parent of their own sex; as a result, 
they may try to be like the other sex. The 
girl may try to be masculine to escape her 
failure as a girl; the boy may turn to femi- 
nine ways, hoping to find himself more 
adequate and more acceptable in this role. 
The normal outcome of this phase, known 
to psychiatrists as the oedipal period, is an 
identification with one’s own sex and a 
strong affectional tie to the other sex. The 
girl comes to realize that the father belongs 
to the mother; at the same time, she real- 
izes she, too, will grow up and find a hus- 
band. In her rivalry with her mother for 
her father’s attention, she has seen that 
nothing terrible happened, even if she did 
want her mother to be out of the way. She 
will, therefore, be prepared later on in life 
to compete with other women for her own 
mate. The same emotional triangle exists 
for the boy; he gives up the mother as be- 
longing only to him and learns that even 
though he felt jealous and competitive, he 
was still loved. He is thus set on the way 
for his later quest of a wife. This is the 
expectation of our culture and as such is 
a part of the foundation for a well adjusted 
personality. 

Brothers and sisters belong in the family 
picture, too. How the child feels about 
them, older or younger, and how these feel- 
ings develop have much to do with his 


growth. It is easier for the child of g or 
older to share the mother with the “new 
baby” than it is earlier. At 18 months, for 
example, the child still needs the concen- 
trated attention of his mother and often 
finds it so difficult to give up that he re- 
gresses to infantile behavior. He may re- 
turn to wetting and soiling himself, begin 
to suck his thumb, become querulous with 
the mother, or show other signs of trying 
to reclaim what he feels he has lost. The 
youngest child may remain the baby, the 
object of envy; the oldest may always feel 
cheated because he had to share the parents’ 
love, particularly the mother’s, with an- 
other child, or maybe with several others. 
Jealousy of siblings is normal—each child 
unconsciously wants to be loved the most. 
Some learn to share the parental love, as 
well as material things; others, handled 
with less understanding, may feel discrimi- 
nated against always. 


Growth of the Conscience 

Children usually try to please their par- 
ents; they try to be good in order to be 
loved. This is how the conscience grows; 
it is made up of all the prohibitions and 
permissions which the child learns. The 
earliest foreshadowing of conscience is 
probably the infant’s first response to the 
frown of the mother. In the period of habit 
training, he becomes more aware of what 
his parents, indeed, all the small world 
around him, expect, and if the parents are 
loving, he tries to conform. If they are un- 
kind, he becomes anxious, fears punish- 
ment, and, even more, fears he will lose 
the love and care of his parents. The child 
learns gradually to take the standards and 
wishes of the parents into himself; the pa- 
rental voice comes slowly to be the “still, 
small voice” inside the child so that even 
when the parents are not in his presence, 
the child desists from doing things he knows 
would not meet with their approval. 

How to live on friendly terms with one’s 
conscience, which should be neither too re- 
strictive nor too indulgent, is one of the 
great accomplishments of the developing 
personality. But this is not always an easy 
process. To escape the discomfort that 
arises when there is a conflict of one’s wishes 
with one’s standards, people resort to vari- 
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ous methods which are technically called 
defense mechanisms. Most common is re- 
pression. This is putting out of the con- 
scious mind those things that are unpleas- 
ant or disturbing. These repressed thoughts 
and feelings remain in the memory and 
can be called back into consciousness, as 
was first discovered by Freud in his early 
experiments with hypnotism. On this basic 
discovery, Freud developed the therapeutic 
method of psychoanalysis. He found that 
neurotics (he began with hysterical peo- 
ple) could recall in a hypnotic state those 
painful experiences which had been put 
away from consciousness but he learned 
at the same time that the sufferer had to 
become aware of them in a conscious (not 
a hypnotic) state in order to deal with 
them. He therefore gave up hypnosis as a 
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method and developed his own, that of 
helping patients to unlock the unconscious 
by recalling what they had tried to forget. 

Several common mechanisms of defense, 
easily recognized, are projection, the ten- 
dency to put one’s own feelings in another 
(he is angry with me when I am really 
angry with him); denial, refusing to be- 
lieve that anything is or can be disturbing 
(the way of the ostrich); rationalization, 
placing the responsibility on circumstances 
rather than on oneself. In contrast to fac- 
ing one’s feelings frankly, these methods are 
not healthy. They require a great deal of 
energy in themselves and avoid a recogni- 
tion of the problem that is seeking solution. 
To free this energy for better relationships 
and creative pursuits is the chief purpose of 
psychiatry in general. 


Clinic Casework in a Mass Tuberculosis Survey * 
Cynthia Rice Nathan 


The author is Chief, Social Service Section, Division of Hospitals, U. S. Public Health Service. 
She was formerly Chief Social Worker, Washington Regional Office, Veterans Administration. 


AS MASS CHEST X-RAY SURVEYS enmesh city 
after city with a goal of X-raying every adult 
in order to determine the possible existence 
of pulmonary pathology, social workers, 
like the general public, become more “tu- 
berculosis conscious.” 

Some are amazed to find, as the result 
of a survey, that tuberculosis is not confined 
to the poor and poorly housed laborer, 
but extends to persons in all economic 
and social strata. The dreaded and unsus- 
pected diagnosis “pulmonary tuberculosis, 
active” and the consequent recommenda- 
tion for immediate hospitalization may 
touch college student, clerk, or carpenter. 

This diagnosis nearly always implies sud- 
den separation from family, friends, and 
profession; hospitalization for months if 
not years; a restricted way of life; and the 
possibility of further breakdowns after im- 
provement—especially when, as so fre- 
quently happens, the patient leaves the hos- 

1 Published with permission of the Branch Med- 
ical Director, Department of Medicine and 
Surgery, Veterans Administration, who assumes no 


responsibility for the opinions expressed or con- 
clusions drawn by the author. 


pital against the advice of his physician and 
before treatment is complete. 

As plans for surveys progress, imple- 
mented by the U. S. Public Health Service, 
Tuberculosis Associations, Health Depart- 
ments, and others, community and civic 
spirit grows; and doctors, electricians, 
nurses, advertising men, priests, pastors, 
and politicians offer to contribute their pro- 
fessional services. The social worker joins 
them, for he knows his special training will 
be needed to help a person withstand the 
numbing shock, the doubt and disbelief, 
that he, yes he, has tuberculosis. 

We know that the family responsibilities 
of adults are not easily assumed by others 
and that before a patient can accept hospi- 
talization, he must have the assurance 
that his pregnant wife, for example, will 
be cared for, that the mortgage payments 
on the new house will be met, and that 
there will be sufficient funds to provide a 
high nutritive diet for his children who 
were, through him, recently exposed to 
tuberculosis. We know that even if the pa- 
tient agrees to enter the hospital with prob- 
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lems unsolved, he will profit less from treat- 
ment because of his worries. As social work- 
ers, we know, too, that news of a dispossess 
notice or poor foster home placement will 
bring the patient rushing home to help 
his family, oblivious of the harm he will do 
to himself. 

Some patients who are told, “Stop work 
at once, stay in bed at home until a hospi- 
tal bed is available,” cannot do so because 
they live in furnished rooms and are be- 
hind in rent and the landlady, on learning 
from them about their diagnosis and plight, 
may lock them out because of her fear of 
contagion and monetary loss. Social work- 
ers know there is need for their services at 
the time the diagnosis is made, although 
they are not always certain of the best meth- 
ods to use. 

Before the mass survey in Washington, 
D. C.—the first in a city populated by more 
than 500,0o00o—medical social workers had 
never been asked to serve in the local health 
department chest clinic. It is not only 
hoped but expected that, as surveys reach 
out to our major cities, social service will 
be initiated or staffs increased in chest 
clinics. 

Unfortunately, in most such clinics, where 
diagnoses are often first made and estab- 
lished, social workers are not yet serving. 
Their work is either omitted or carried on 
with varying degrees of effectiveness by 
physician or nurse. 

Because social service experience with 
tuberculous patients at diagnostic clinics has 
heretofore been limited, this paper is of- 
fered. It is based on three years of trial and 
adaptation in the Washington Regional 
Office of the Veterans Administration, 
where stability in procedure and purpose 
was finally achieved. It is hoped that the 
methods, as they relate to patients who have 
just received diagnoses of active pulmonary 
tuberculosis, will be of interest and that the 
other services relating to the chest clinic 
will also be useful. 


Special Orientation 

Special preparation for working with the 
tuberculous is necessary. Full training in 
a school of social work is basic but insuff- 
cient. Additional experience in a medical, 
psychiatric, or generic setting is helpful, 
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but again insufficient. The social worker 
who would work with the tuberculous must 
understand people; he must understand 
illness; he must understand people with 
illness; but he also must understand, in 
detail, pulmonary tuberculosis; and so an 
added and most vital need is for specific, 
detailed, thorough, and hard-won knowl- 
edge about pulmonary tuberculosis, about. 
the implications and complications of this- 
disease. An excellent social worker, who 
was not equipped with this knowledge,. 
failed to realize that a patient whose pul- 
monary condition was complicated by a 
tuberculous infection of the larynx should 
not have been required to give verbal re- 
sponses in the social service interview since 
absolute silence is part of the treatment 
essential to recovery. Another social worker 
failed to realize that the patient, referred 
with a diagnosis of pleurisy with effusion, 
should have been prepared for hospitaliza- 
tion in the same way as the tuberculous 
patient, since pleurisy with effusion, until 
proved otherwise, is to be regarded as of 
tuberculous origin. 

It is essential, therefore, that the social 
worker read and digest complete informa- 
tion about the cause and course of tuber- 
culosis.” 


Pre-hospital Interview 

Once the trained social worker is thor- 
oughly familiar with the disease, he is 
ready to accept his first referral. 

There should be 100 per cent referral of 
patients who are recommended for hospi- 
talization because of tuberculosis by the di- 
agnosing physician. The doctor will have 
talked to the patient, and usually will have 
explained how he knows the patient has 
tuberculosis (often showing him his X-ray 
films), what precautions he is to take pend- 
ing hospitalization, and the importance of 
bed rest and hospital care.* 

2 See Edward W. Hayes, Tuberculosis as 1t Comes 
and Goes, Livingston Press, Livingston, N. Y., 1943- 
(Most hospitals, clinics, health departments, or 
tuberculosis associations, however, can recommend 
and lend literature.) 

3In the Veterans Administration Regional Office 
in Washington, the doctor also initiates the appli- 
cation for hospitalization, which is then completed 
by a hospitalization clerk. With this application 
in hand, the patient comes to see the social worker. 
From this, the worker learns the diagnosis and 
whether the doctor considers the condition a critica} 
medical emergency, as well as the usual identifying 
data important to the Veterans Administration. 
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The first interview should cover the fol- 
lowing points as a minimum, in whichever 
order seems most appropriate during the 
specific interview. ‘The primary aim is to 
let the patient voice his reaction to the 
knowledge that he has active pulmonary 
tuberculosis. 

1. The patient should be urged to ex- 
press what the diagnosis of tuberculosis 
and the recommendations mean to him. To 
one of our patients, it meant that he could 
not accept the long-hoped-for scholarship 
which he had just won. To another it 
meant that the apartment he had just se- 
cured would never be occupied. To still 
another it meant that he could go back to a 
dependent situation, which he wanted. 

2. The patient’s understanding of what 
tuberculosis is and why hospitalization was 
recommended should be elicited. His mis- 
understandings should be discussed but, if 
he is very confused, he should be referred 
back to the doctor for further clarification. 

g. The desire of the social service de- 
partment to help with any problem that 
might delay hospitalization or carry over 
into it should be made known and at the 
same time inquiry should be made into 
the patient’s home conditions and how his 
family might manage in his absence. Often 
patients feel that they cannot accept hos- 
pitalization because others are dependent 
on them. They feel they must continue to 
work and provide income. This is true 
not only of the man who is already in debt 
for furniture he purchased on time pay- 
ments, but also for the executive who is 
sending his children through college. Re- 
ferral to agencies equipped to offer finan- 
cial or other specialized assistance should 
always be made when the medical social 
worker cannot help the patient to make 
reasonable plans. Often temporary finan- 
cial assistance is necessary to carry the sin- 
gle man over the period when he must stop 
work and before he enters the hospital. 

4. The importance of not leaving the 
hospital until maximum hospital benefit 
has been reached should be explained. The 
earlier this is discussed the better, for the 
patient will then not enter the hospital 
with “mental reservations.” 

5. The patient should be told of the 
casework services available to him from so- 








Journal of Social Casework 


cial workers at the hospital and that the 
social service department at the hospital 
will receive a letter introducing him and 
telling something of the personal and fam- 
ily problems that confront him. 

6. A form letter, which will be sent to 
the patient’s next of kin, should be shown 
to him and he should be asked to read it 
and to choose the relative to whom it will 
be addressed. ‘The following letter has been 
used in the Washington Regional Office of 
Veterans Administration. 
ee ee 

The Veterans Administration is vitally interested 
in your son [brother] ...... , Whose condition, as 
you know, requires hospitalization. We are anxious 
to help him recover as quickly as possible and to 
be so well when he leaves the hospital that he will 
maintain the gains he makes there. 

One of the important factors in his treatment is 
complete rest, but this can only be achieved when 
he is free from worry. We want you to know that he 
can turn to a medical social worker at the hospital 
with any personal problem which might concern 
him and that you can turn to a social worker at 
the Washington Regional Office with your prob- 
lems. In this way, he will profit more from his 
treatment and will be able to remain without in- 
terruption, until the doctors feel that he can, with 
full safety, return to his home. 

You may arrange an appointment with a social 
worker by calling {telephone number] or by coming 
to Room .... at the above address. 

The patients are uniformly grateful for 
this service and find security in the tangible 
written offer of assistance. 

7. The reasons for X-ray of “contacts” 
are reviewed and the patient is given in 
writing the address and X-ray hours of the 
nearest free clinics so that he may suggest to 
his relatives and intimate friends that they 
have X-rays. 

8. If there is no public health nurse at 
the clinic, the social worker may wish to 
review with the patient the precautions he 
plans to follow prior to entering the hos- 
pital. The patient should then be asked 
what he plans to do about sleeping and eat- 
ing arrangements, bed rest, disposal of tis- 
sues, and so on. Here again, if he is con- 
fused, he is referred back to the doctor, un- 
less he merely needs clarification of one or 
two points. 

g. The exact location of the hospital 
should be explained so that the patient 
will understand how far from home he will 
be. 

10. Disability benefits to which the pa- 
tient may be entitled should be explored 
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with him. In Veterans Administration most 
patients are or will be eligible for some 
financial benefits. Therefore, the pension 
and compensation situation is explored 
with the patient and he is then referred to 
the Contact Division for assistance in filing 
claims whenever this seems indicated.* 

11. The patient should be given in writ- 
ing the name, telephone number, and room 
number of the social worker who has con- 
ducted the interview. He should be ad- 
vised to communicate with the worker if 
any additional problems arise prior to hos- 
pitalization, and it should be suggested 
that he drop in for a chat after he has 
been discharged from the hospital. 


Planning for Hospitalization 

Following this interview, the social 
worker should evaluate the situation and 
indicate to the person responsible for ar- 
ranging hospitalization whether or not a 
“social emergency’—which often is given 
a priority in the same way as a medical 
emergency—exists and why. In this con- 
sideration the social worker is guided by 
such questions as: Is the patient likely to 
spread infection because he must share a 
bed with an adult, or sleep in the same 
room with a pre-school child? Must the 
patient resort to restaurants as the only 
means of eating? Is the financial situation 
unsolvable unless the wife, who must care 
for the patient, can accept employment? 
The decision to classify a case as a “social 
emergency” must be based on an acute 
social situation, just as the doctor’s classi- 
fication of “medical emergency” is based on 
his belief that the patient’s life is in danger 
if immediate hospitalization does not occur. 


4It may be of interest to know that service con- 
nection may be granted in general if a diagnosis 
of minimal tuberculosis, active, is made within 18 
months of discharge; moderately advanced, active, 
within 21 months of discharge; far advanced, active, 
within 24 months of discharge. While the con- 
dition remains active, the patient is considered 100 
per cent disabled and his monthly compensation 
is $138, even without dependents. Patients whose 
active pulmonary condition is discovered after the 
expiration of the time limits outlined above, will 
usually be eligible for mnon-service connected 
pension, as permanently and totally disabled. ‘To 
qualify for this with a minimal lesion, they must 
first be hospitalized for six months continuously, 
and not before the first day of the seventh month 
do they begin to receive pensions. The monthly 
benefit is then about $50 or $60 a month. 
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While proceeding with necessary fol- 
low-up work, such as referral to community 
agencies, the social worker awaits word 
from the relative who has received the letter 
signed by the Chief Medical Officer. This 
method has proved preferable to the social 
worker’s initiating direct contact. Not all 
relatives need or want assistance. The 
relative who chooses to seek an interview 
with the social worker has thought over 
the situation, focused on a problem, and 
decided that help is needed. The social 
services then becomes meaningful and 
pertinent. 

When word is received that a bed has 
been secured for the patient, a summary 
should be prepared and sent to the social 
worker at the tuberculosis hospital. This 
includes identifying data, health history, 
history of employment, educational achieve- 
ments, avocational interests, attitudes to- 
ward his illness, current social situation, 
action taken by the social worker, evalua- 
tion of patient’s current problems, and 
areas calling for the immediate attention 
of the hospital social worker. 

Preparation for hospitalization is now 
complete: Orientation has been given the 
patient; he has been helped to accept his 
condition realistically; emotional _resist- 
ances and practical obstacles to his 
acceptance of hospitalization have been 
worked through and removed; his family 
has been advised of the counseling service 
available and has often been helped; and 
finally, the social service department at the 
hospital is prepared for the patient’s 
arrival. 


Continued Contact 

After the patient is hospitalized, selected 
casework contacts continue when a family 
problem remains or arises which might 
interfere with a continuation of hospitali- 
zation. Cases may be reopened at the re- 
quest of the family or hospital social serv- 
ice, or a community agency. Notification 
that a patient has left the hospital before 
completion of treatment should call for 
immediate action. 

Attention should be focused on the 
reason the patient left. After talking it 
through, the patient should be invited to 
the chest clinic for a re-examination by the 
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physician. When rehospitalization is rec- 
ommended, much of the procedure out- 
lined above will have to be repeated. 

Service, however, should not be con- 
fined to preparation for hospitalization, 
service to family members while the patient 
is hospitalized, and follow-up of those who 
have not completed hospital treatment. We 
are interested, too, in the patient who may 
need help in order to stay well after he has 
been discharged to our chest clinic with 
maximum hospital benefits. 

The procedure of attempting to inter- 
view each patient who returns for a three- 
month, six-month, or yearly physical 
checkup is not recommended. When this 
was attempted, it was found that often the 
patient had no problem, often it took him 
too long to formulate his request, and of 
course it was too time consuming. 

The patient should know that social 
service is available; he should take the 
initiative in seeking help and he should 
have the opportunity to think through his 
situation before seeing the social worker. 
An informational statement, enclosed with 
every appointment letter mailed by the 
medical clerk to remind the patient that 
he is due for physical checkup at a definite 
hour and day, will serve this purpose. In 
the Washington Regional Veterans Ad- 
ministration these letters usually reach the 
patient about a week before his chest clinic 
appointment and give him time to consider 
whether he wants an interview. The state- 
ment, entitled “Did You Know?”, follows: 


1. Did you know that your Veterans Administra- 
tion, Washington Regional Office, provides a 
tuberculosis clinic where you can have regular free 
checkups and X-rays if you have a service-connected 
chest condition? 

2. Did you know that when you are worried or 
upset, it can have an effect on your physical 
condition? 

g. Did you know that there is a Social Service 
Department in the Medical Division where you 
can talk things over? 

4. Did you know that a social worker will be glad 
to help you with such things as your job, your 
family, your living arrangements and all the things 
that concern you? 

5. Did you know that a social worker will be glad 
to talk with you or your family about your con- 
dition after the doctor has seen you? 

6. Did you know that you can make an appoint- 
ment to sce a social worker in Room . or by 
telephoning [telephone number}? 

7. Did you know that these services are available 
for one reason—to help you? 
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The doctor should, of course, always be 
free to refer specific patients to the social 
worker. He usually will select those who 
have told him of some personal, family, or 
financial problem and those who are not 
making the physical progress that might 
normally be expected. 

There are certain situations in which 
the social service department may wish to 
initiate direct contact with the patient. 

For example, when notification is re- 
ceived that a patient has been discharged 
from a hospital with maximum hospital 
benefit and returned to the community, the 
social worker will wish to welcome him 
back to the clinic for his medical follow-up, 
inquire concerning any personal or family 
problems he may have encountered in the 
readjustment to extra-mural life, and tell 
him of the wish to be helpful. In the 
Washington Regional Office, the social 
worker also sends to the Vocational Re- 
habilitation and Education Division of 
Veterans Administration a routine notifica- 
tion of a patient’s return to the community 
so that the counselors can do the necessary 
follow-up work and secure the current med- 
ical recommendation about work tolerance. 

When a patient fails to keep two con- 
secutive chest clinic appointments, fails to 
return for necessary laboratory work or 
with sputum specimen, or when he fails to 
accept recommended hospitalization, rou- 
tine notification should be sent to the 
social service department and _ contact 
should then be made with the patient. 
Emotional resistance is probably the reason 
for this failure to co-operate, and casework 
skills are necessary to work this through. 

Lastly, when results of X-ray or sputum 
examinations indicate the existence of ac- 
tive tuberculosis, the social service depart- 
ment should be notified immediately, and 
a social worker should advise the patient 
at once, not of the results, but that the 
doctor has some free time available at once 
(or no later than the following morning). 
The patient should be urged to come in in 
advance of his previously scheduled return 
visit. Such notification can usually be done 
by telephone. The social worker should be 
matter of fact, but when the patient is re- 
sistant he should impress upon him that 





of 
ne 
Wl 











Neurodermatitis Patients 


there must be a reason for the doctor’s 
going to the trouble of asking for his re- 
turn. With this approach, it has been 
found that patients return promptly as 
requested. 

This, then, is the service that is an inte- 
eral part of the diagnostic and follow-up 
work of an efficient chest clinic. Social 
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service has its specific role to play from 
hospital preparation to post-discharge 
follow-up. The social worker who is forti- 
fied with necessary medical information 
and who has defined function and refined 
procedure will act with confidence and 
security in a chest clinic during and long 
after the mass chest X-ray. 


Casework Help for Neurodermatitis Patients 
Mary L. Dunkel 


Mrs. Dunkel, who is now a social worker at the Chicago Community Clinic, was formerly a social 
worker at the University of Chicago Clinics, Chicago. 


THE CASEWORKER in a dermatology clinic? 
is particularly challenged by the problem 
of patients suffering from the eczema- 
neurodermatitis family of skin disorders 
which comprises at least a third of 
dermatological practice and for which 
there is no specific treatment. The illness 
varies in individuals, from a mild chronic 
to an acute condition, appearing once or 
many times in a lifetime and requiring 
constant medical and nursing care when 
severe. The term “neurodermatitis” im- 
plies a functional, non-infectious skin lesion 
associated with “nervousness” rather than 
with demonstrable pathology of the nervous 
system. Authorities differ in estimating 
the relative importance of predisposing con- 
stitutional and hereditary factors. Al- 
though some doctors have stated that emo- 
tional disturbance is coincidental and not 
causal, others, both dermatologists and 
psychiatrists, have thought that psychic 
factors play an important etiological role. 
For example, the personality trends sum- 
marized from dermatological literature by 
Dr. Miller ? and considered by him incom- 
plete but in no way contradictory to psy- 
choanalytic observations, are (1) sexual 
maladjustment, (2) strong feeling of 
hatred, fear, and guilt in regard to a cruel 
parent, (3) sudden fright, (4) conflict over 


1 The author wishes to express appreciation to 
Dr. Stephen Rothman, Chief of Dermatology, and 
Dr. Richard Cook of the psychiatric staff of the 
University of Chicago Clinics for reading the paper. 

2M. L. Miller, “A Psychological Study of a Case 
of Eczema and a Case of Neurodermatitis,” Psy- 
chosomatic Medicine, January, 1942, pp. 82-84. 





masturbation, (5) masochistic trends, (6) 
exhibitionism. 

This paper offers observations on the 
kind of people who develop neuroderma- 
titis and the outstanding emotional factors 
observed in the illness in relation to the 
methods the caseworker may use in working 
with the dermatologist to aid recovery. 
Although the caseworker’s view is some- 
what distorted by a preponderance of 
stubborn cases referred to him for auxiliary 
assistance, it is assumed that the difference 
from milder cases is quantitative. These 
impressions are based on work with forty- 
five patients with established diagnosis, 
thirty-four females and eleven males, rang- 
ing in age without significant interval from 
one to seventy-two years. Referrals to the 
caseworker, never routine for all patients, 
were based on the doctor’s recognition of a 
problem or on his request for a social study 
because the patient’s progress was poor. 

Since it will be evident that many of 
these patients have severe internalized con- 
flicts, it should be noted that the psychia- 
trist rather than the caseworker helps the 
dermatologist treat some patients with this 
“organ neurosis.” Fundamental person- 
ality change in neurodermatitis patients is 
so lengthy and hazardous an undertaking, 
however, often requiring long preparatory 
therapy in advance, that it is for most of 
these patients impractical. In addition, 
many are emotionally too sick to tolerate 
so thoroughgoing a cure, comparable to 
patients who need surgery but cannot have 
it because of the condition of their hearts. 
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Although some psychiatrists will undertake 
the superficial psychotherapy indicated in 
such a contingency, it is my experience that 
the psychiatrist has encouraged the case- 
worker to work out casework techniques 
for this. Psychoanalysis is still the method 
of choice for selected patients, and the psy- 
chiatrist’s advice is invaluable in other 
cases. Certainly in every case more con- 
sistent use should be made of consultation 
between psychiatrist, dermatologist, and 
caseworker; this has the added advantage 
of preserving the patient’s useful—if tenu- 
ous—ties to the latter two in case psy- 
chiatric treatment is not practical or appro- 
priate. Planned help in addition to local 
treatment, however, is often urgently re- 
quired, and the caseworker considers what 
he may appropriately do which will con- 
tribute to the total health of the patient. 


The Limited Goal 

Since the primary limitations to any kind 
of therapy with the neurodermatitis pa- 
tient are his weak ego structure (although 
there is considerable individual variation) 
and his resistance to relating himself to 
anyone, the caseworker may congratulate 
himself if the patients he sees are speeded 
in their efforts to regain their highest pre- 
vious level of adjustment, no matter how 
intolerable this level may appear to out- 
siders. A reasonable aim is to get the pa- 
tient back to his old job, or to help him 
resume relations with his family on a plane 
that does not produce crippling symptoms. 
“Why he married her in the first place” 
and “why he puts up with an employer like 
that” are significant but irrelevant ques- 
tions; the demanding wife or employer 
fulfils some need in the patient’s psychic 
economy. 

If the caseworker can so stimulate the 
patient that he actively participates in the 
restoration of his previous functioning 
balance, the caseworker has helped him 
achieve no mean goal, limited as it sounds. 
If the patient, through contact with the 
caseworker, also acquires a modicum of 
self-tolerance and superficial insight into 
why he reacts as he does, the remission will 
be more lasting and the case is a real suc- 
cess.3 Although the patient’s insight is 
intentionally left very partial, the doctor 
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and the caseworker will need a more pro- 
found understanding in order to make effec- 
tive use of the seemingly superficial tech- 
niques dictated by the patient’s condition. 


Some Personality Traits of Neurodermatitis 
Patients 

Although it is notoriously hazardous to 
formulate personality profiles for any ill- 
ness, it is essential to generalize tentatively 
in order to test a theory of treatment. 
In neurodermatitis, the caseworker knows 
at the outset that he is dealing with a 
patient whose conflicts are to some extent 
expressed through his skin rather than in 
action. In appearance the patient is usu- 
ally tense, although he is insistent in telling 
you of his easy, co-operative nature. He 
is conforming, hard-working, conscientious, 
resistant to change of place or occupation, 
and more often above than below average 
intelligence. He shows no conspicuous 
tremor, tic, mannerism, or bizarre _be- 
havior, and resists the idea that emotion 
has anything to do with his visible symp- 
tom, especially if he has had years of local 
treatment. He may have been to literally 
dozens of specialists under whose care he 
made transient improvement before resent- 
fully moving on. 

He may be somewhat exhibitionistic in 
dress or in behavior, as was a prim single 
woman of 60 who insisted upon partially 
undressing to display a minute lesion on 
her breast, during an office interview with 
the caseworker. Of course any marked 
inflammation of exposed parts of the body 
can be interpreted as exhibitionistic, though 
some patients seem more sincerely dis- 
tressed than gratified at the attention their 
skins attract. It has been suggested that 
the display of an unsightly eruption may 
also be hostile in intent, and certainly the 
patient is esthetically unappealing. 

8 Subjective evaluation of casework results in 42 
of the 45 cases are as follows: successful, 12; limited 
success, 10; short inconclusive contact with little 
effect one way or the other, 7; no success or deci- 
sion to attempt nothing after evaluation of the 
situations (because parents of a child patient, or 
children of an aged patient could not be induced 
to co-operate, or because the patient was deriving 
large secondary gain from illness), 13. There is a 
distinct possibility that greater skill, or application 
of conclusions set down here but not used effectively 
in early cases, might have increased the number of 


successes. The other three cases were treated by 4 
psychiatrist. 
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He comes requesting a medical miracle 
to relieve him of his symptom although it 
is usually plain that the symptom protects 


him from emotional discomfort more 
agonizing than the symptom. Further 


acquaintance with the patient offers a 
deeper understanding. Typical of recent 
formulations is the following psychiatric 
comment in the medical chart of one of our 
group: “We see the combination of traits 
so often found in patients with neuro- 
dermatitis—emotional immaturity, childish 
naivete, sexual frigidity, a rejection of the 
female role (reverse in males), a history of 
compulsive work activity, and _ recent 
psychic trauma usually involving the death 
of parents or near relatives... .” With 
individual variations, especially of the 
“trauma,” this comment is in accord with 
the caseworker’s observations. In addition, 
three related trends are outstanding: (1) 
the patient’s difficulty in establishing useful 
relationships, (2) his skin eroticism, mixed 
and confused with a general craving for 
affection, (3) his hostility—the anger and 
thinly disguised depression stressed in sev- 
eral other studies. This constellation, of 
varying proportions but closely combined, 
is important for the caseworker’s under- 
standing and for his plan to aid in treat- 
ment. 

1. The patient’s relative inability to 
form meaningful new relationships natu- 
rally carries over into his reactions to doc- 
tor, nurse, or caseworker. This _ block, 
based on sharp conflict between an exces- 
sive, long-standing desire to be taken care 
of versus excessive shame, guilt, and fear 
engendered by previous disappointments in 
gratifying this desire, is intensified by the 
American cultural emphasis on independ- 
ence as a virtue. ‘The patient strives com- 
pulsively to prove to himself and others 
that he is entirely self-dependent. Simul- 
taneously, of course, he endeavors to gratify 


4Cf. M. H. Greenhill and J. E. Finesinger, 
“Neurotic Symptoms and Emotional Factors in 
— Dermatitis,” Archives of Dermatology and 
Syphilology, August, 1942, p. 200; F. W. Lynch, 
R. G. Hinckley, and D. W. Cowan, “Psychosomatic 
Studies in Dermatology,” Archives of Dermatology 
and Syphilology, April, 1945, pp. 257-260; Ten-Year 
Report, Institute for Psychoanalysis, Oct. 1, 1932 to 
Sept. 30, 1942, 43 E. Ohio Street, Chicago, p. 36. 

5 J. Reusch and K. M. Bowman, “Personality and 
Chronic Illness,” Journal of the American Medical 
Association, March 27, 1948, p. 854. 
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his dependency in unobvious ways such as 
sticking to a strict but protective mother, 
spouse, or employer; this adjustment may 
have kept him functioning for long periods, 
but any event which disrupts his customary 
relationships, deflates his opinion of him- 
self, or demands an unaccustomed degree 
of independent action can precipitate his 
acute attack of illness. In rehabilitation, 
then, the caseworker’s efforts must be ag- 
gressively directed to relationship, giving 
more than is requested and making the 
gift acceptable before other help can be 
utilized. ‘The patient’s problem is ordi- 
narily too subjective to yield to a strongly 
environmental approach in lieu of the heal- 
ing power of a relationship. 

2. Skin eroticism mixed with a much 
more general craving for affection is evident 
but difficult to differentiate. Since erotic sen- 
sations are normally stimulated through 
the skin through kissing, caressing, and so 
on, hypersensitivity is always a question of 
degree. It may be that in these persons 
(who consistently show marked fear and 
inhibition of sexuality), the orgies of 
scratching on the upper part of the body 
sometimes represent masturbatory sensation 
displaced so that the patient deceives him- 
self and us about its purpose. Often one 
suspects that this motivation may be opera- 
tive, accompanied by self-punishment im- 
plicit in the discomfort of the skin lesions: 


An attractive, very inhibited 24-year-old girl be- 
came ill as her marriage approached. The conflict 
was specifically over sexual relations which were 
simultaneously interesting, sinful, and disgusting. 
When her office mates discussed sex, she would get 
a feeling so “warm and itchy” that she would 
retire to the washroom for a private “orgy of 
scratching” of her arms and neck. 

That at least part of the itch-scratch reaction was 
related to strong inhibitions against masturbation, 
is suggested by the patient’s absolute inability to 
co-operate with her gynecologist’s directions which 
involved touching the vulva, an act which caused 
panic. The gynecologist’s patience and the case- 
worker’s repeated reassurance and interpretation 
finally enabled the patient to co-operate. 

Later this girl described the sudden appearance 
of red splotches all over her body fifteen minutes 
before the wedding ceremony. A postcard from 
her on the second day of her honeymoon stated: 
“Everything is OK. Did have quite a setback though. 
Guess I was really excited. Believe my skin is calm- 
ing down now... .” 
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More commonly, however, the symptom 
seems to suggest a strong yearning for af- 
fection which may or may not be erotically 
tinged.’ Three adolescent patients (girls) 
whose mothers had spent countless hours 
rubbing them with ointments since infancy, 
were highly resentful of the mothers’ iron 
rule; nevertheless, in despondent moods 
which often occurred in the middle of the 
night, they would go to their mothers for 
massage; this seemed to relieve aches, 
pains, and despondency. A 92-year-old and 
a 4-year-old patient annoyed their respec- 
tive mothers by persistent demands for ex- 
cessive petting. The mother of a 5-year-old 
boy patient said she knew his skin was 
better at times when she was free to be 
more affectionate with him; the illness had 
first appeared when he was jealous of her 
attention to a new sibling. For four of the 
six children mentioned, there is evidence 
that the mother overtly disliked the child 
but tolerated him when he was entirely 
compliant. It is possible that the child 
sought frequent physical contact as reas- 
surance that the mother had at least not 
abandoned him, thus reinforcing sensitivity 
in his skin. 

A frequent complaint from adult pa- 
tients is that their families are undemon- 
Strative and give them no affection. As 
one young married woman said, she wanted 
“affection, not sex.” Two others weepingly 
confessed that they had wanted their preg- 
nancies, expecting children to give them 
affection, but they had been bitterly disap- 
pointed. One of these patients described 
how she cried when her 5-year-old said 
“mean things” to her; after such an episode 
the patient would pout and not speak to 
the child until her husband came home and 
made them “kiss and make up.” This 
woman also expressed surprise that the 
child would then be happy again while 
she, the adult, still felt hurt. The naive 
openness of statements like these reveals 
the depth of the patient’s immaturity. An- 
other example is a 47-year-old patient who 
had literally worked in a sweat shop for 
years in order to give her daughter “every- 
thing I missed,” and who became ill when 

6 Alternative interpretations are that the patient 
is expressing anger at lack of affection, or that he 


is using the symptom to gain attention as a sub- 
stitute for affection. 
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her daughter married. Our patient said, 
“It seems like Jane just doesn’t care about 
me.” The dynamics of the symptom are 
partially demonstrable by the fact that a 
few casual pats will often cause the patient 
to desist from furious scratching. This is 
not recommended as an orthodox or prac- 
tical technique, but one can observe a pa- 
tient’s scratching during an interview as a 
barometer of what concerns him most. 

The previous examples suggest a hypoth- 
esis: the patient, very often with a history 
of infantile eczema, still wants affection in 
the direct tactile form normally accorded 
only in infancy when parental love is ex- 
perienced as little more than comfortable 
skin and mouth sensations. Chronically 
unsatisfied needs or some overstimulation 
of the body surface during infancy may 
have blocked the usual development from 
this phase. This theory might also help 
explain the universally observed sexual 
difficulty which could be based not only on 
inhibition but on the outdated expectation 
that pleasure and security are experienced 
exclusively through the skin. 

3. Hostility is the most striking charac- 
teristic of the neurodermatitis patient, 
the emotion most troublesome to the pa- 
tient and sometimes to the caseworker and 
doctor, but still amenable to casework if a 
working relationship can be established. 
The patient’s initially co-operative attitude, 
his superficial submissiveness to authority, 
his dogged insistence that he loves every- 
one and turns the other cheek, are feeble 
disguises for his burning resentment, both 
general and specific. He is even eager to 
provoke more. For example, an elderly 
woman, very much improved under the 
care of Dr. X, detained him outrageously 
during a busy clinic to disparage his efforts 
and praise the skill of a previous doctor. 
The patient, seeking to determine the 
limits of another person’s permissiveness, 
will often provoke the rejection he fears; 
on the other hand, the patient who en- 
counters excessive permissiveness may be- 
come frightened at too much license for his 
impulses. An overstrict conscience, the 
hallmark of the neurodermatitis patient, 
keeps him so guilty over even well justified 
feeling of annoyance toward anyone he 
needs (spouse, employer, doctor, parents, 
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caseworker) that he struggles to repress all 
recognition of his resentments. 

This denial of hostility, combined with 
other typically depressive symptoms such as 
weeping, sleeplessness, fatigue, lack of ap- 
petite, constipation, and talk of suicide, 
suggests that the acute attack of neuro- 
dermatitis is a disguised depression. Since 
I find no account of actual suicide among 
these patients, it seems reasonable to con- 
clude that the symptom acts as a safety 
valve. The caseworker with time, patience, 
and skilled fortitude may undertake to 
teach the patient to tolerate increasingly 
larger doses of his own hostility without 
resort to a symptom. 

Having stressed hostility, I must make 
clear that the term is used broadly to in- 
clude the end result of grief, helplessness, 
and frustration, stimulated by (1) loss 
through death, illness, or separation, of a 
person on whom the patient was dependent, 
or by (2) loss or threatened loss of status, 
producing fear of injury and of helpless- 
ness. Apt examples of the latter are six 
elderly persons in our group who had their 
first attacks or the first in many years, in 
reaction to fecling useless, dependent, and 
unwanted in their children’s homes. Since 
such situations are widespread in the popu- 
lation without producing this illness, it 
should be emphasized that it is not the 
existence of hostility but its unrelieved 
guilty suppression* which activates the 
illness in predisposed persons. 

It is easier to understand the adult pa- 
tient’s persisting fear of letting any resent- 
ment show when one has observed child 
patients with their parents. Informative 
but none too successful cases could be cited 
to illustrate how the child is forced to sub- 
mit to the will of a domineering, rigid 
parent, usually the mother, who can just 
tolerate the child at his most conforming 
level. This was true in nine cases where 
both child and parents were seen and is 
borne out by the comments of adult pa- 
tients. That adults are amenable to some 
modification of this pattern suggests that 
the conscience of the neurodermatitis pa- 
tient remains more dependent on the atti- 
tudes of surrounding persons than is usual 
after childhood. 


7 This is similar to a statement by Dr. Lynch. 
Lynch, Hinckley and Cowan, op. cit., p. 260. 
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Casework Process 

In deciding what to do and how to do it, 
as well as what not to attempt, one starts 
with a social study and a formulation of 
the problem. The caseworker arouses least 
anxiety, however, if he first offers practical 
assistance with the realistic problems aris- 
ing in connection with any illness. Usually 
the patient denies any problem comparable 
to his itching skin, and will respond to 
sympathetic interest by indicating both the 
general and precipitating situation to some 
extent. At this point the caseworker has 
already begun to demonstrate his broader 
function and he can go on to clarify it 
verbally. In contrast to the approach of a 
psychiatrist, whose very title may have con- 
jured up alarming ideas of mental illness 
before rapport has been established, the 
more general approach of the caseworker 
carries less initial threat to the patient who 
has asked only for medication. It is impor- 
tant, however, that the dermatologist in- 
dicate to the patient the importance of 
emotion in the illness, prior to the case- 
worker’s appearance. 

Typically, the patient is reluctant to 
verbalize attitudes he considers “bad,” 
especially in relation to persons he other- 
wise loves and needs. ‘The caseworker 
should challenge this reluctance, but very 
slowly and cautiously lest the patient in- 
stantly decide that the worker is bad also 
and therefore no fit person to be helpful. 
The caseworker may safely indicate that he 
expects everyone including himself to feel 
angry, fearful, or helpless under appro- 
priate circumstances; he allies himself with 
the healthiest part of the patient’s person- 
ality, giving the patient courage to react 
more realistically while talking to a person 
as safely detached from his everyday life as 
the caseworker. This opportunity to speak 
freely without danger of retaliation is of 
course the unique advantage of a private 
interview with a professional person, as has 
been stated many times elsewhere. Since 
the patient does not immediately trust this 
immunity nor feel sure of help, the case- 
worker must demonstrate early the sincerity 
of his intentions; small personal services 
are disproportionately useful in establish- 
ing a working relationship. 

It is helpful for the caseworker to use 
commonplace words and _ illustrations 
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which will allay fears of psychological ill- 
ness with its connotations of insane asylums, 
and so on, since many patients distinguish 
poorly between, for instance, schizophrenia 
and ulcers or neurodermatitis. But he is 
reassured if the worker says, “You may have 
noticed that you are more likely to get a 
headache on a day when everything goes 
wrong at the office.” The caseworker must 
also assure the patient that he will have 
help in maintaining realistic control of 
frightening emotions, retaining his freedom 
of thought and feeling while developing 
restraint against impulsive action. ‘These 
far from original principles must be used 
intensively in establishing a constructive 
relationship with a neurodermatitis patient 
because his sensitivity to his own reactions 
is extreme. The caseworker must also take 
initiative in setting up a plan for future 
contacts because the patient is all but 
immobilized by wanting a leaning post so 
much that he is ashamed of himself. More 
failures to establish a working relationship 
are attributable to the worker’s putting on 
the patient too much responsibility to de- 
cide whether or not he wants help, than to 
any other reason. He must be helped to 
rationalize if not resolve his fears of de- 
pendence before he will allow himself to 
be helped. This explanation is labored 
because it is far from easy to establish any 
relationship at all with these patients. It 
should be noted that a generally positive 
relationship between caseworker and _ pa- 
tient enhances rather than detracts from 
the traditional patient-doctor relationship, 
since the worker's interest is evidence of 
the doctor’s concern for the patient as a 
‘person. 

The development of overdependence has 
not proved to be a real danger, partly be- 
cause of the worker’s constant effort to 
strengthen the patient’s justifiable self- 
esteem and even more because of the pa- 
tient’s own reactive drive toward inde- 
pendence. The extreme childishness seen 
in very sick patients who were previously 
adequate seems to pass when a quantitative 
need has been met. Aggressive inde- 
pendence reasserts itself even though the 
patient is basically a passive person. For 
example, a 63-year-old man complained 
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that his children forced him to continue 
working by their wilful failure to con- 
tribute enough money so that he could re- 
tire and enjoy himself. During a month 
of hospitalization he seemed greatly bene- 
fited by childish dependence on the case- 
worker, who listened acceptingly to his 
complaints while giving strong support to 
his wavering self-confidence. Following 
discharge, he quickly returned to work. A 
year later he returned to the caseworker to 
recapitulate many of his former complaints. 
Yet, having received reassurance that he 
was doing fine and that we were proud of 
him, he declined an offer of further inter- 
views on the ground that he was needed 
at work. This typical example suggests 
that any regression associated with the case- 
worker’s encouraging dependency is tem- 
porary, non-habit forming, and constructive. 
Coupled with the nurture of every discern- 
ible sign of strength and the easing of en- 
vironmental strains wherever possible, the 
making available of more help than the pa- 
tient can openly request is the most useful 
technique I have discovered to benefit the 
neurodermatitis patient. I also suggest that 
in private clinics a fee for social service 
would enable the patient to accept help 
with less conflict. 

A more specific idea of the caseworker’s 
part in the process of recovery can be illus- 
trated by the high points of a 72-year-old 
widow's progress back to active health. 
Local treatment and sedation were continu- 
ous during three weeks of hospitalization, 
but only the social worker’s daily activity 
will be described: 

On admission the patient was scratching, crying, 
suspicious, too helpless to move; several times she 
soiled the bed. She repeatedly displayed exaggerated 
false gratitude—“Everyone is so wonderful to me,” 
—but actually she was very demanding and critical. 
To me she was indirectly hostile, inquiring several 
times who I was and who sent me, and completely 
denying the most trivial annoyance. She did not 
ask me to visit her again but accepted my statement 
that I would return. I reacted sympathetically to 
her accounts of how the nurses kept her waiting, 
the doctors stuck her with needles, and so on, al- 
though she insisted she did not mind at all. I con- 
tinued to react for her. After my third visit, she 
invited me to “stop in tomorrow if you happen 
to be around.” She began testing my willingness 
to help—had me hand her her salve, clip a hang- 
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nail, cash a check—and I readily complied. The 
last of the first week she spoke of her “wonderful 
mother” who had taught her always to return good 
for evil, and she hinted at her “sorrow” (really 
anger) over the behavior of her middle-aged son. 
She had begun to form a useful attachment to 
me but still resisted my insidious suggestions that 
various things annoyed her as they obviously did. 

The second week began with her being annoyed 
with me (only half admitted) because I had gone 
off for a pleasant weekend while she lay and 
suffered. Tuesday she was critical of the nurses but 
excused them. I introduced an intentionally intel- 
lectual-sounding discussion of whether a person has 
a right to be angry when maliciously injured. The 
patient responded with much talk of how she 
would politely but firmly object to such an imposi- 
tion, but she kept the discussion theoretical. Next 
day, however, although her chart said she had slept 
soundly, she related a bad dream “that had kept 
. her awake all night.” In the dream, among other 
evidence of hostility, she “beat up Joe Louis.”(!) 
Thursday she was able to relate an ancient quarrel 
with a customer and, bringing matters closer, an 
equally ancient quarrel with one of our admitting 
officers. Friday she was openly annoyed at present 
nurses, and on Saturday she finally faced her anger 
at her son, the precipitating factor in her illness. 

The third week was used in helping her recog- 
nize and tolerate her frustration and anger. She 
responded with good insight into the current con- 
flict and how it had “got her down.” (That this 
conflict epitomized earlier and more basic conflict 
was not pointed out to her because of her age 
and inability to change.) Her skin improved mark- 
edly. I warned her to expect repetition of her 
son’s distressing behavior and tried to fortify her 
against letting it upset her. At point of discharge, 
her hostility was overt, accurately directed against 
its real objects and realistically controlled. She 
had groomed her hair, resumed her spectacles, quit 
scratching, and sloughed off her air of babyish 
dependence. She assumed a motherly air toward 
me, inviting me to visit her home and promising 
to knit me a scarf. 
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Following discharge she continued to improve, 
took initiative in phoning to remind me of her 
clinic visits (at decreasing intervals), but obviously 
she needed help less and less. She did present me 
with the scarf and knit a sweater for her favorite 
doctor. When she introduced me to her sister, she 
said, “This is the social worker who was so good 
to me, always telling me I was angry, and I was, 
too.” Her son relapsed but she did not. “I’m just 
not going to let it make me sick again.” 


In this case there was no attempt at 
fundamental change in personality and no 
manipulative help was possible. There 
were no “deep interpretations’—only a 
therapeutic rapport through which the pa- 
tient was able to moderate the severity of 
her conscience. The patient lost her fear 
of her own anger without losing control, 
discharged what amounted to a quantita- 
tive depression, and then was able to re- 
sume her previous level of adjustment free 
of the skin symptom. The gradual 
emergence of suppressed close-to-conscious 
hostility is the most striking feature. 


Summary 

Although the etiology of neurodermatitis 
is obscure and the role of emotional factors 
controversial, certain typical personality 
problems occur with some consistency in a 
group of forty-five patients with rather 
severe attacks of neurodermatitis. These 
gross examples illuminate the meaning of 
subtler manifestations in less ill patients. 
Conflict over dependency and a painful 
suppression of resentment are outstanding 
characteristics which the caseworker is 
particularly fitted to affect favorably as his 
part in collaboration with the dermatolo- 
gist in understanding and treating the total 
patient. 
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THROUGH CO-OPERATIVE PLANNING on the 
part of the authors and officials of a Parents’ 
League, counseling services were provided 
for mothers of children with cerebral palsy. 
This article presents a summary of discus- 
sion in two series of meetings, in each of 
which ten mothers were enrolled. A series 
was comprised of six sessions, each lasting 
an hour and a half. 

These were diversified groups with the 
three major religious sects and several na- 
tionalities represented. In education, the 
mothers ranged from eighth grade to com- 
pletion of college, with an average equal 
to a completed high school course. In 
occupation, the fathers varied from 
truck driver to physician. The youngest 
cerebral palsied child was 2 years of age, the 
oldest, 10. But one common denominator 
for the group could be found: all were 
mothers of children with cerebral palsy. 

Some of the mothers were already ac- 
quainted with the counselors through pro- 
fessional contacts, a fact which helped to 
account for the ease with which rapport 
was established. How readily rapport can 
be destroyed by changes in the composition 
of the group has been indicated by Regina 
Elkes.1 From the outset it was made clear 
that everyone was to participate. While 
many people seek authoritative advice from 
counselors, much as they would on health 
problems from a physician, these meetings 
were not to be of that nature; the counselors 
expected to contribute anything they could 
from their experience and training, but 
emphasis was placed on participation by 
the mothers. 

Since each mother present was well ac- 
quainted with only the type of cerebral 
palsy represented by her child, counselors 

1 Regina Elkes, “Group-Casework Experiment 


with Mothers of Children with Cerebral Palsy,” 
JourNAL oF SoctAL CAsEworK, March, 1947, pp. 


95-101. 
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opened each series with an outline of the 
major classifications of the condition as 
described by Dr. Phelps.? Cerebral palsy, 
often erroneously designated “‘spastic pa- 
ralysis,” is the name for a number of condi- 
tions that have at least two features in 
common: the brain has suffered damage; as 
a result there is some limitation of the 
movements or control of movements of 
which the child is capable. The most com- 
mon types include: (1) spasticity, in which 
muscles are contracted, stiff, and tense; (2) 
athetosis, a condition characterized by in- 
voluntary motions that are variable and 
without definite pattern; (3) rigidity, in 
which muscles respond to manipulation 
with a “lead pipe” resistance, quite unlike 
the tense condition of the spastic muscle; 
(4) ataxia, discoverable chiefly through 
the individual’s lack of balance and coordi- 
nation; (5) tremor, characterized by ryth- 
mical involuntary motions. 


The Problems 

The counselors’ responses to three ques- 
tions asked by parents in other connections 
are reported here because of their direct re- 
lation to definition and classification. These 
questions dealt with the characteristics of 
the ataxic child, the problem of mixed 
dominance, and the mental level of the 
cerebral palsied. Responses to questions 
that were primarily medical were brief sum- 
maries of Dr. Phelps’s conclusions. The 
mother who asked about ataxia was chiefly 
interested in her child’s constant dizziness, 
and his inability to engage in such activities 
as bicycle riding. It was explained to her 
that the different types of cerebral palsy 
are correlated with differences in the loca- 
tion of the brain injury; the part of the 
brain involved in ataxia governs the ability 


2W. M. Phelps, “Let’s Define Cerebral Palsy,” 
The Crippled Child, June, 1948, pp. 4-6, 28. 
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to balance oneself and to make movements 
exactly as one needs or wishes. Whether 
the child is climbing stairs, trying to ride 
a bicycle, or learning to walk or typewrite, 
he cannot readily tell just where his legs, 
arms, or fingers are, nor how much power 
he needs to get them where he wants them. 

To the question about mixed dominance, 
counselors responded that with Commis- 
sion cases, several professional people pool 
their efforts. ‘The physician depends largely 
on the psychologist, the occupational 
therapist, and the physiotherapist to de- 
termine which should be the leading 
hand. Jt is the responsibility of the physi- 
cian to determine whether or not physio- 
Jogical conditions permit the use of this 
hand as the leading one and to prescribe 
the means—medical, mechanical, or edu- 
cational—by which dominance may be es- 
tablished. There are differences of opinion 
on the subject of lateral dominance and 
evidence from closely controlled experi- 
ments is lacking. Clinical evidence has led 
to certain tentative conclusions: (1) devel- 
opment of a dominant hand has in the case 
of the cerebral palsied a significance in 
some respects different from its significance 
in certain other children; (2) which is to 
be the child’s leading hand depends in part 
on inheritance; (3) in many cases the 
cerebral palsied, because of structural con- 
ditions, early developmental factors, or for 
some other reason, want to use as a leading 
hand the one that cannot be used because of 
the physical disability; they must therefore 
shift to the other hand; (4) in the course of 
shifting dominance and before the process 
is complete, one or more of the following 
conditions may be observed: convulsions or 
convulsive equivalents, such as temper tan- 
trums or periods of excitement; confusion; 
failure to develop speech; slow mental de- 
velopment; a feeling of insecurity; or fears 
which seem to be without adequate basis; 
(5) treatment not in accord with that which 
is recommended in these cases has been ac- 
companied by development or aggravation 
of the symptoms mentioned; (6) cases in 
which dominance has been established 
through treatment have shown decrease 
and eventual disappearance of such symp- 
toms, 

When dealing with the mental ability of 
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the cerebral palsied, the group discussed the 
changing beliefs on the subject in recent 
years. Formerly most people believed these 
children as a class to be mentally deficient. 
The pendulum then tended to swing to the 
opposite extreme; articles appeared in pop- 
ular magazines and public addresses were 
made stating or implying that the percent- 
age of feeble-minded in the group was neg- 
ligible. This was unfortunate since, as a 
result, parents found it difficult to accept 
an unfavorable diagnosis. The present 
more realistic concept recognizes that each 
child represents many conditions peculiar 
to himself and decision on mental status 
can be made only after extensive study. 
The general picture is best represented by 
the conclusions of J. T. McIntire? who 
found that in over ten per cent of cases, 
physical limitations were so extreme that 
no diagnosis could be made; in addition, 
27.6 per cent were feeble-minded. 

The first subject offered for discussion, 
one to which allusion was most frequently 
made later, directed attention away from 
the mothers and emphasized the shortcom- 
ings of others from whom they had sought 
advice regarding the cerebral palsied child. 
Reference was made specifically to bias and 
ignorance of the subject on the part of lay 
people and members of such professions as 
medicine, nursing, psychology, social case- 
work, speech therapy, and occupational 
therapy. While mothers did not expect on 
the part of others the intense concern that 
they themselves had by virtue of being 
mothers, they did expect from professional 
people accurate and comprehensive infor- 
mation, objectively expressed. The physi- 
cian who veiled his lack of knowledge be- 
hind critical statements directed at the 
mother, the home teacher who was unable 
to conceal facial expression of horror upon 
first acquaintance with her pupil, the visit- 
ing nurse who, because of her lack of knowl- 
edge, was unable to give any constructive 
help, were pertinent examples which justi- 
fied the critical attitude of mothers. 

This rationalization was accepted by the 
counselors as a necessary preliminary to 
statements of problems of more personal 


8 J. T. McIntire, “The Incidence of Feeble-Mind- 
edness in the Cerebral Palsied,” American Journal 
of Mental Deficiency, 1946, Vol. L, No. 4, pp. 493° 
494- 
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nature. They acknowledged the fairness 
of the criticisms and introduced a state- 
ment by Dr. Perlstein, explaining that with 
few modifications it would also apply to 
professions other than medical. “The blame 
for neglect, past and present, rests to a great 
extent on the doctor’s doorstep. In general, 
most doctors are still abysmally ignorant 
concerning the nature of cerebral palsy and 
are unaware that most of the afflicted can 
be helped to a rewarding degree.” 4 

Faced with such uncertainty concerning 
medical care, how do parents attempt to 
meet their needs? —The most common prac- 
tice reported was that of going from one 
doctor to another hoping to find one who 
could help. This shopping around was 
motivated by the criticisms of friends and 
neighbors as well as the mother’s inability 
to accept an unfavorable prognosis. In a 
typical case the mother assumed that her 
child’s disability, which was unlike any con- 
dition of which she knew, would respond 
quickly to treatment; when it did not, she 
ascribed the failure to what she assumed to 
be the incompetence of the physician rather 
than the nature of the disability. Some par- 
ents in this dilemma were careful to go 
only to reputable physicians, but others 
went to charlatans. One mother was told 
by a person with no professional qualifica- 
tions that her child could not walk because 
all her strength was going to her hair; the 
child’s long braids should therefore be cut. 
Another was assured that her child would 
be healed if she were baptized. The conclu- 
sion stated by the counselors and approved 
by the mothers was, since the names of 
physicians who are doing the best work in 
the field of cerebral palsy are available, 
the wise course is to seek out such medical 
authorities and accept their advice. 

The use of glutamic acid, which is pre- 
scribed in some cases of petit mal seizures, 
was discussed. Some mothers had tried Dr. 
Phelps’s suggestion and found that children 
were more willing to take it if given in cold 
jello or applesauce; one tried successfully 
the addition of liberal amounts of cinna- 
mon to the fruit to disguise the taste of the 
glutamic acid. 

4M. A. Perlstein, The Problem of Cerebral Palsy 


Today, Association for the Aid of Crippled Chil- 
dren, New York, 1947. 
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Some mothers stated that when their chil- 
dren took this preparation, they had better 
color and seemed to feel better. One said 
her child “acted as if relieved of some an- 
noyance.” These good effects were reported 
lost when the. use of glumatic acid was dis- 
continued. Unfavorable results reported 
included sore gums, constipation, and peri- 
ods of excitement. The counselors urged 
that such problems be referred to physi- 
cians. They also explained Dr. Phelps’s con- 
clusion that only children with seizures or 
epileptic equivalents improved gencrally 
when treated with glutamic acid; he had 
not found the widely reported gains in 
intelligence. 

All mothers reported unfavorable atten- 
tion accorded their children when taken on 
the street. Some curious neighbors merely 
stared, others made unkind remarks about 
the child or about the wisdom of the mother 
who would allow him outside the house. 
One mother said that, when people stared 
at her child, she simply stared back at 
them. Another remarked that, since chil- 
dren as well as parents offended, she ar- 
ranged a meeting with a group of parents 
and explained the child’s condition to 
them. When she felt they understood, she 
asked them to spread the information 
among family, friends, and neighbors. 

Much more serious was the case of a 
child of 11 whose presence in the neighbor- 
hood was much resented; even adults pre- 
vented him from passing their houses. A 
half dozen children pretended one day to 
accept him as a playmate. When they had 
taken him some distance from home, they 
buried him in mud and afterward held his 
feet in a fire, loudly asserting that he was a 
Jap and they were Americans at war. Asa 
result the afflicted child was not only afraid 
to leave the house, but he could not listen 
to a radio program lest he hear something 
about war. The mother was told by the 
counselors that such a problem could not 
be treated in group meetings but indi- 
vidual psychological help was available 
as a Commission service. This was accepted 
and the mother later reported the child’s 
almost complete return to normal social 
activities. 

Among the problems that occur within 
the family circle, none appeared as urgent 
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as that of discipline. It was introduced by 
a mother who had used spanking as a 
means of securing obedience; she did not 
think it effective, but was unable to devise 
a more satisfactory method. The consensus 
was that not only was whipping ineffective, 
but in some cases, especially with the athe- 
toid, the punished child became more tense 
and nervous. One mother, while disapprov- 
ing disciplinary measures that would cause 
pain, thought it all right to “slap him 
lightly, knowing that it will not really 
hurt.” This was challenged by other moth- 
ers who believed that a resulting feeling of 
humiliation and resentment on the part of 
the child would defeat the parents’ purpose 
in administering discipline. More satis- 
factory disciplinary measures discussed in- 
cluded isolation, diverting attention, mak- 
ing a game of attaining the desired end, 
giving praise and rewards for good behavior 
and when possible ignoring the bad, avoid- 
ing threats that could not be carried out, 
and making certain that the child did not 
gain his goal by unsatisfactory behavior. 


Consistency on the part of the entire house- 


hold was considered essential if discipline 
were to be effective. 

Extended discussion of the reasons for 
difficulty in applying discipline led to the 
following conclusions: Many parents make 
an ineffective start; father and mother may 
not agree on what to demand; either parent 
may be inconsistent in application of the 
means used, or may be swayed by too much 
sentiment. As one mother said, “The trou- 
ble with mothers is that they can’t stand to 
discipline these children”; or another, 
“They can wind you around their finger 
and you give in.” The presence of grand- 
parents in the home may further compli- 
cate the problem. At the outset, because 
of the palsied child’s disabilities, parents 
have to do more for him than for the child 
of normal physical development. The line 
of demarcation between what the mother 
must do for the child and what she should 
expect him to do for himself is a difficult 
one to discover. Solicitude, care, service, 
and protection beyond what is actually 
needed give so much satisfaction to the 
child (and the mother) that he demands 
that they be continued. The parent knows 
the child must lead a circumscribed life; it 
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is hard to take anything from him because 
his disability has robbed him of so much; 
discipline may take from him even his 
sense of security. The counselors admitted 
there was much truth in the mothers’ points 
of view. Nevertheless, failure to do all that 
is possible to develop desirable personality 
traits only adds one more liability to the 
already badly handicapped child. The 
mother need not fear that the child will 
lose his sense of security. Like other chil- 
dren, he will learn to accept discipline from 
those he loves, and the spirit in which the 
mother does so many things for the child 
need leave no doubt that she loves him. 

Teaching the child to care for his per- 
sonal needs involved much discussion: 
“What about dressing and feeding?” “Can 
he be toilet-trained?” Consideration of 
toilet training elicited several suggestions: 
rewards for good behavior could be used; 
the mother should avoid attempts to train 
before adequate muscular control is estab- 
lished; she must be alert for clues from the 
child himself that he is ready for training. 
The muscular weakness of the cerebral pal- 
sied may indicate need of a specially con- 
structed toilet seat to give the child the 
needed support. The manner in which con- 
clusions were reached may be illustrated by 
reference to a mother’s problem with her 
5-year-old. When she related that she had 
found it impossible to train him, another 
mother asked, “Does he wear diapers?” 
When told that he did she continued, “You 
are just keeping him a baby; he couldn’t 
take care of his needs if he wanted to. Why 
don’t you try training pants?” The sug- 
gestion was tried and found practical. 

In considering the problem of a child 
learning to feed and clothe himself, the 
majority of mothers admitted that when 
either process takes a long time, or the child 
is untidy about feeding, it is much easier 
for the mother to take care of the needs 
herself. Most of the group perceived that 
such help merely deferred the time when 
they must insist on training. 

Mothers tended to characterize much un- 
satisfactory behavior as “peculiar to the 
cerebral palsied.” One described these chil- 
dren as “perverse and unwilling to think 
as others do,” a statement reminiscent of 
a Werner and Strauss reference to brain 
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injured children as “erratic, lacking control 
and discipline.” 5 One mother’s belief was 
illustrated by reference to her child who 
had been treated for Vincent’s angina with 
gentian violet. Afterward he reacted vio- 
lently to anything purple: he would not 
wear anything that color, nor could he 
tolerate it on other members of the house- 
hold. In responding, a counselor stated 
that, although the relation of unusual 
physical conditions to thought processes 
must always be considered, the thinking of 
these children, like that of others, is 
largely developed in many subtle ways. The 
dislike of purple was explained in terms of 
the conditioned response, a process applica- 
ble to child and adult, to the physically 
normal as well as to the handicapped. ‘The 
constructive use of the method by employ- 
ment of pleasant associations was described. 

Several mothers verbalized their resent- 
ment against public schools for rejecting 
their children even though they meet the 
required age, and in some cases, intelli- 
gence level. Explanation was given by the 
counselors of the limitations of most public 
schools in terms of personnel, methods of 
education, and equipment, as a result of 
which they cannot serve the needs of the 
handicapped. The need for thorough indi- 
vidual study of the child prior to school 
placement was emphasized. 

Late in the series, mothers found it pos- 
sible to discuss their emotional conflicts 
about the presence of a cerebral palsied 
child in the home. A counselor prepared 
the way for this phase of the discussion by 
reporting a conference with a mother, not 
a member of the group, who answered 
quite fully the question, “What does the 
presence of this cerebral palsied child in 
your home do to you?” The mothers’ re- 
sponses included embarrassment and feel- 
ings of guilt. 

Two major causes for embarrassment 
were reported—financial stress and criti- 
cisms by neighbors. Financial problems de- 
velop on a twofold basis: current costs of 
caring for these children are very high; 
and often parents must make complete 
provision for the child’s future in event of 


5H. Werner and A. A. Strauss, “Impairment in 
Thought Processes of Brain-Injured Children,” 
American Journal of Mental Deficiency, 1943, Vol. 
XLVII, No. 3, p. 295. 
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their death. The counselors interpreted this 
by reference to the general acceptance of 
the fact that people who can meet all ordi- 
nary financial obligations cannot pay fully 
for expenses incurred during chronic ill- 
ness. It has not been uncommon for neigh- 
bors to criticize parents, accusing them of 
being responsible for the child’s condition 
either because the parent was assumed to 
have some inheritable disease or because 
cerebral palsy itself was thought to be in- 
herited. Dr. Phelps was quoted as saying 
that he knew of only five cases that might 
be considered inherited, information which 
mothers believed should be widely dissemi- 
nated. 

Upon first mention of feelings of guilt, a 
mother exclaimed, “Oh! That! That gets to 
be a part of everything we think. We just 
take it as something we have to stand and 
can do nothing about.” This led to a dis- 
cussion of causative factors for this feeling 
which included parents’ concern over sex- 
ual mores, specifically, contraceptive prac- 
tices; religious ideology concerning the re- 
lationship between sin and suffering; and 
the reinforcement of already existing guilt 
feelings by the tendency on the part of medi- 
cal authorities to impute responsibility to 
parents, thus exonerating themselves. 

A progression could be observed in which 
parents moved from a negative point of 
view to a positive one in which their con- 
flicts were resolved. One mother said, “You 
can’t keep on feeling sorry for yourself; 
I’m not going to sit at home and cry over 
it.” Another said, “Both my husband and I 
come from large families. I have thought 
about the different brothers and sisters and 
decided that it is good that I am the one 
with the cerebral palsied child. I am bet- 
ter able than any of the others to bear the 
burden.” “We ought to look at it this way,” 
said another. “There are other handicaps 
beside cerebral palsy; it must be a lot worse 
for the parent who has a child who has 
been normal for years and then suffers a 
crippling condition such as polio or an 
accident.” Still another comment was, “I 
went in circles for a year after I found out 
he was a cerebral palsy; then I realized that 
the child is one who has the real struggle 
and I should not take it as a personal hurt.” 
Several mothers were helped by their re- 
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ligious beliefs. One said, “The counselor 
will probably think this is silly but I can 
understand this experience only by relating 
it to religious convictions. There is a rea- 
son for everything that happens. .. . If we 
and our friends come to understand better 
and do something about the cerebral 
palsied, good will be accomplished that 
otherwise never would have been.” 


Conclusions and Evaluations 

At the end of the series, the mothers had 
the opportunity to tell what values they had 
discovered in the meetings and how they 
believed the service could be made more 
effective. The mothers admitted their hesi- 
tancy in participating, at first, in the coun- 
seling sessions, for they felt so much apart 
that it was difficult for them to see beyond 
the needs of their own child or any rela- 
tion between the solution of their problem 
and the problems of others. A feeling of 
unity developed and an unexpected recogni- 
tion of interdependence and mutual sup- 
port by reason of their interest in a com- 
mon cause. A spontaneous expression when 
not in formal session emphasized how real 
was the feeling of identification: “We even 
have a language of our own that outsiders 
do not understand.” One found the great- 
est value for her in “just coming here and 
talking about it, saying things you never 
before thought you could. Then when you 
feel free to say anything, you find that you 
say something that helps another parent.” 
The practical suggestions offered were 
found to be of so much worth that members 
asked that they be published in popular 
form so that other parents might profit by 
them. They suggested that counseling ses- 
sions be held for fathers. 

Since there have been numerous requests 
that counseling service be continued and 
extended, the counselors have attempted to 
evaluate what was done. They recognize 
that they could not have assumed respon- 
sibility for leadership in this project, were 
it not for their association and opportunity 
to learn about cerebral palsy from Dr. 
Phelps, Medical Director of the Cerebral 
Palsy Division of the New Jersey Crippled 
Children Commission and Dr. Sidney 
Keats, Assistant Medical Director. ‘This as- 
sociation enabled them to answer many 
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questions immediately, and to secure addi- 
tional information when necessary. 

It was the privilege of the counselors to 
suggest some further consideration of prob- 
lems that had not been fully discussed or 
to emphasize some point the importance of 
which had seemed to elude some member 
of the group. It was such unobtrusive guid- 
ance that helped mothers achieve their 
feeling of unity and satisfaction with the 
entire project. If at times the counselors 
could make suggestions, there were other 
times, they felt, when they were obliged to 
listen in silence, to accept what was said, 
and indeed to learn from those they were 
attempting to guide. 

We have not attempted to evaluate the 
fact that there were two counselors, man 
and woman, with equal responsibility for 
leadership. The mothers may have identi- 
fied the counselors as understanding par- 
ents who accepted without criticism any 
statement they made. The re-enactment 
of the family situation may have contrib- 
uted to the freedom of discussion. 

That the mothers made progress in deal- 
ing with their problems was shown in the 
following ways: They began their partici- 
pation with statements of resentment di- 
rected at professional groups, making a 
point of their lack of adequate knowledge; 
they ended with a new appreciation of 
what professional people have accom- 
plished in the field and a new feeling of 
individual responsibility for spreading ac- 
curate information. They emphatically re- 
jected the counselors’ first reference to the 
fathers’ share in responsibility; later they 
themselves re-introduced the subject and 
were able to discuss their resentment 
against fathers. At first they could only 
blame the child for infractions of disci- 
pline; they attained an understanding of 
the relationship between the child’s be- 
havior and their own attitudes. Their in- 
ability to verbalize guilt feelings was suc- 
ceeded by frank discussion of developmental 
factors which preceded such feelings and 
of individual methods of attaining some 
degree of objectivity. 

However much may be accomplished in 
group counseling, some specific needs can- 
not be met. In such cases individualized 
professional guidance is indicated. 
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Tue purpose of this discussion is to 
sketch some of the clinical implications of 
group therapy for a specific type of prob- 
lem children—those with what can _ be 
called severe ego-disturbances. I shall try 
also to show how the application of group 
therapeutic principles can eventually be 
dovetailed with a clinically realistic appli- 
cation of casework interview techniques. 

In limiting group therapy to a specific 
clientele in this discussion, I do not imply 
that it cannot be used for other types of 
problems, just as an examination of the use 
of surgery in cases of stomach tumor would 
not imply that its usefulness was limited to 
stomach tumor. Similarly, the use of case- 
work is being discussed with respect to one 
group only. 


The Ego-disturbed Child 

The clientele in this group consists of 
children with severe behavior disturbances 
along pre-delinquent lines. They are 
hyperaggressive, destructive, truanting, ly- 


ing, highly impulsive. They cope with all 


their problems through externalization 
rather than withdrawal. Instead of build- 
ing up classical neurotic defense patterns 
against their aggressions—like phobias and 
compulsive rituals—they attempt to push 
their primitive impulses upon outer reality. 
Their symptomology is on an expressional 
level. The list of their symptoms is a 
roster of conflict patterns with societal de- 
mands rather than conflict patterns be- 
tween one part of their personalities and 
the other. This description may serve as 
a rough diagnostic diagram for the be- 
havior disturbance type in relation to 
which I am discussing the application of 
group therapy and casework therapy. 

This is the kind of youngster who basi- 
cally needs to be placed away from home in 
order for any treatment to “register.” He 
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is usually too disturbed for foster home 
placement but insufficiently advanced, in 
extremity of behavior, for the closed insti- 
tution represented by the psychiatric ward 
or the training school for delinquents. What 
he really needs is a 24-hour, all-year-round 
treatment setting with a controlled en- 
vironment whose framework remains flex- 
ible enough to permit just the right amount 
of community-style experiences. 

Pioneer House, in Detroit, was such an 
institution and our children (boys between 
the ages of 8 and 11) were just the kind 
described. There the children lived in a 
group and the life pattern of the youngsters 
was heavily channelized along group psy- 
chological lines. In addition to using 
group therapeutic devices, we tried a 
variety of interviewing approaches. These 
approaches, while differing from formal 
casework as it is practiced in the agency 
setting, still resemble casework more than 
they do group therapy. It is by focusing 
upon the relationship between these two 
techniques within the Pioneer House set- 
ting that I wish to define the problem. So 
at the outset I should like to emphasize 
that I am discussing a special type of group 
therapy and a special type of casework. 

It is now necessary to present symptom 
structure of the Pioneer House child in 
sharper focus than in the crude diagram 
already advanced, in order to trace what 
therapeutic coverage was given over to the 
group therapeutic climate, what to case- 
work interviewing, and the strategic con- 
nections between the two approaches. 


Symptom and Treatment Specifics 

Children who function in the manner 
described can be said to have failed in the 
development of ego structure. This is why 
they are so strongly fixated upon primitive 
action symptomology, since through action 
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alone they achieve mastery over their in- 
stinctual demand systems. The outside 
world fights this type of expression and 
twists it into pathological formations which 
only multiply many times over the original 
inadequacies in their ego development. 
Any treatment, in order to be minimally 
effective with them, must provide an ex- 
pressional mode which is tolerant toward 
their symptomology and which at the same 
time pulls the ego toward the acceptance 
of reality demands. This bivalent func- 
tion of the treatment climate can be best 
carried out in the group setting where the 
activity structure is designed to parallel the 
ego pattern of the child, but at the same 
time to tease, as it were, the ego into grad- 
ually more structured functioning than 
would be its bent. This aspect of group 
therapy may be called an ego supportive 
function since it (1) recognizes the weak- 
ness of the ego, through creating a flexible 
activity climate; (2) tries to improve the 
ego’s integration pattern by removing con- 
flicts between drive satisfaction and_ the 
outside world. An example may _ be 
clarifying: 

With highly aggressive youngsters it is 
possible to use certain games that enable 
them to ventilate their aggression without 
coming into conflict with the adult. In 
certain catching and hitting games the 
rules of the game prescribe who is hit and 
how hard. Thus, game rules—not only in 
aggressive games but in peaceful games as 
well—function as symbols for societal rules 
and, if a youngster plays the game, the 
group—not the adult—forces him to abide 
by the rule. In this way the liberation 
of aggression under code-prescribed con- 
ditions is therapeutically progressive since 
the ego of the child is geared to an ex- 
ternalized, behavior-modifying, value sys- 
tem, not alone to his impulse-dominated 
one. In activity planning with this type 
of child, in general, we try to provide the 
child with as many recreational successes 
as possible. 

Therapeutic recreational programming 
for disturbed children is thus built around 
the principle of suiting the activity to the 
need of the child. In this way activity 
planning becomes a kind of life net for the 
ego. It dispenses direct therapy through the 


provision of reality openings for expression. 
It gives structure to the ego by tying im- 
pulse demands closer to reality demands. 

A third symptom pattern of this type of 
youngster is that of disturbed social rela- 
tionships. The conflict configurations 
which have occurred in the outside world 
soon manifest themselves in the member- ' 
to-member dynamics of the group. Jealousy, 
ageression, greed, and the gamut of dis- 
turbed interpersonal conflicts are unavoid- 
able in the living situation. The group 
leader can manipulate these manifestations 
of interpersonal pathology in terms of the 
individual diagnostic needs of the group 
members. This means that, under condi- 
tions favorable to the expression of dis- 
turbed person-to-person behavior, we can 
utilize the technique of objective, profes- 
sionally executed, clinical handling on the 
firing range of the symptom itself. Pre- 
viously, disturbances of this type were 
handled by harassed, biased, rejecting 
adults. It is of clinical significance, there- 
fore, that the adult human reaction to the 
child’s conflict mechanisms should be built 
on diagnostic principles, not on counter 
emotional drive patterns. 


Group Therapy and Casework 


This brings us to a consideration of just 
how approachable these children are to 
objective evaluation of their problem be- 
havior. This is the meaty clinical issue 
around which we can draw up the strategic 
connections between group therapy and in- 
terview therapy in the small institution. 
From everything we have said about these 
children, we may easily deduce that they 
are, at the outset of treatment, completely 
insulated against any type of problem 
awareness. To expect the converse would 
be to mis-diagnose the difficulty, to believe 
that they had already built up some part 
of their ego into a self-evaluative mecha- 
nism in which they could criticize their 
own behavior, want to change, and so on. 
It is a function of treatment under group 
conditions to use the group experience to 
help them concretize their problem aware- 
ness. They cannot be approached through 
interview techniques at the outset since no 
part of their conscious personality is free 
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to detach itself from the rest of their be- 
havior for purposes of self-observation. 
Through the effects of repetitive recrea- 
tional success, ego tensions are gradually 
drained. ‘Through the countless demon- 
strations to the child on the part of the 
group leader of the irrelatedness of his 
mechanisms, the child is slowly made aware 
that something in his behavior is not quite 
right. The draining of ego tension 
through activity predisposes the ego toward 
receptivity to educational influences aimed 
at building up new standards of values. 
Here again let us take an example to sce 
how it works: 

From the case history of Billy, 10, we 
know that among his other severe problems, 
was that of intensive and open sibling 
hatred with a slightly older brother. We 
expect to see in the group setting a simple 
duplication of this, but we are wrong. What 
we see is an overemphasized positive at- 
tachment to another group member, 
Donald, 11, who is one of the most admired 
children in the group. Billy completely 
surrenders himself to Donald and becomes 
his outspoken slave. Observing Billy's 
need to love Donald, we tentatively con- 
clude from the case history that he is de- 
fending himself strongly against the brother 
hatred, and that he must seek to find in 
Donald the good brother whom he can love 
as a defense against his own hatred. So far, 
we interfere very little. Occasionally we 
draw his attention to the fact that he has 
a mind of his own and he does not have to 
do everything that Donald (the brother 
substitute) says, but it is still “his own 
business.” 

Gradually we see evidence of his aggres- 
sion eating its way to the surface. In per- 
mitting himself to be dominated and 
brutalized by Donald, he has built up a ra- 
tionale for hatred. He has enslaved himself 
and stimulated Donald’s sadistic power 
drive and at this point he has converted 
him to the bad brother whom he can now 
hate. He is wary about actually focusing 
his aggressions against Donald, however, 
and instead builds up aggression outbursts 
against other group members which are 
actually displacements from his aggression 
against Donald. He goes further than 
this: he surrenders his superego to Don- 
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ald; when he is really mad at Donald, he 
gets Donald’s permission to hit other, 
weaker children in the group. 

In this wanton brutality, for which he 
actually makes Donald the deciding judge, 
we interfere. An intensive interview is 
held with him in which we emphasize that 
we know he really would like to beat u 
Donald. He admits it but defends himself 
by saying “I won’t do it because he is my 
boss.”” We say if he wants to be “silly” and 
make himself somebody’s slave, that is his 
business but that does not mean he can let 
Donald decide what is right to do and what 
is wrong. If he feels like getting even 
with Donald, he either should hit Donald 
or stay away from him, but he cannot hit 
other kids just because for some peculiar 
reason he won't hit Donald. This is for- 
bidden—and we make it very strong. 


What Have We Done? 

1. We have interpreted to him that he 
really hates Donald but does not want to 
admit it. 

2. We have emphasized that it is “silly” 
to become a slave to Donald but we don’t 
hold it against him. Stressing that it is 
silly, however, introduces the idea that 
there is something odd about it and is 
preparation for later interviews with him. 

g. We have directly interfered in the sur- 
render of his superego to Donald. We have 
now become the superego and we—not 
Donald—take the position of telling him 
what’s right and wrong to do. 


What Material Have We Used? 

1. We can summarize for him his own 
group behavior, to which we can point for 
evidence that he willingly became Donald's 
slave, that we saw him when he almost hit 
Donald and then asked Donald for permis- 
sion to hit another boy. 

2. We use the security he has in the 
group and with group-identified adults to 
facilitate interpretation acceptance. 


What We Have Not Done 

We have not told him that we know why 
he had to become Donald’s slave—because 
he really hates his own brother and has to 
prove that everybody is like his distorted 
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version of the brother, even Donald for 
whom he was willing to be a slave. This 
is material that will have to be set aside 
for further developments and will need more 
elevated self-evaluation than Billy is now 
capable of. In this stage of the game we 
stick to simple mechanism interpretation. 
Repetitive occurrences of this type gradu- 
ally force what we have called problem 
awareness onto the youngster. At a certain 
point problem awareness becomes usable 
for interview type therapy. Actually for the 
first several months in the Pioneer House 
treatment setting, interview therapy is 
held in abeyance except for the short 
range “rub in” interview where the child is 
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brought face to face with gross unreason- 
ableness. With increasing stabilization and 
the building up of new ego images of him- 
self, interview therapy becomes more feasi- 
ble and necessary. 


In conclusion it is important to stress 
once again that this presentation has con- 
cerned itself with summarily sketching the 
relationship between group therapy and 
casework therapy in a special type of set- 
ting for disturbed children. With other 
types of settings the applications of both 
group therapy and casework therapy may 
differ from the impressions conveyed in 
this discussion. 


The Student Unit: Some Problems and Psychological 
Implications 
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IF A SCHOOL OF SOCIAL WORK could create 
an ideal setting for the training of students 
in field practice, there is no doubt that it 
would choose for each of its students a 
field placement with a supervisor who is 
employed by the agency and is a natural 
and vital part of it. Such a supervisor has 
been selected by the agency for a variety 
of reasons, and we can assume that his skills 
are known and trusted by the agency, and 
that both staff and administration rest com- 
fortably on his understanding of agency 
function and his judgment in carrying out 
policies. 

But this is not true of the unit super- 
visor created, as it were, out of the rib of 
the school to administer what seemed, at 
first, a simple structural device to bridge 
the gap between what the school saw as the 
needs of its ever increasing enrolment, 
and what agencies, beset by staff shortages 
and the pressures of: new services, were pre- 
pared to offer. The unit supervisor, there- 
fore, comes into the agency as a stranger, 
a friendly stranger perhaps, but still an 
outsider, and he must always remain some- 
thing of a stranger if he is to be true to 
the dual role of supervisor and teacher. It 
is this dual role, together with the unique 


structure of the student unit as a method of 
field work training which in my experience 
has created certain problems for agency, 
supervisor, and student alike. 

Although the structure of the student 
unit varies with every school, and even 
within the same school working with differ- 
ent agencies, there are certain factors that 
seem to me common to all student units 
which can be recognized and whose effect 
we can examine and evaluate. 

First, the supervisor is nearly always 
found, or selected, by the school, although 
the agency is consulted. The degree of 
consultation may vary from the merest nod 
of agreement to a carefully thought out 
mutual process. Some agencies may choose 
to share with the school responsibility for 
the supervisor’s salary as well as his services. 
Other agencies, unable to participate to 
this extent in the project of the student 
unit, still offer space and clerical services, 
and above all, the tangible setting of an 
agency—contributions whose value to the 
school and whose cost to the agency go far 
beyond the realm of dollars and cents. 

Because student units vary in size and in 
composition, it is difficult to describe a 
typical unit. There may be anywhere from 
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five to ten students in a unit, and these may 
be drawn wholly from the first- or second- 
year group, or, as is sometimes the case, 
may represent both years. The amount and 
kind of group teaching that takes place 
within the unit also vary. It makes a differ- 
ence whether the group teaching is seen 
as something that substitutes, in part, for 
the individual supervisory conferences, or 
whether it is seen as a specialized extension 
of the school curriculum in addition to indi- 
vidual supervision. The supervisor's activ- 
ity in relation to his group may not fall 
into either category, but can become some- 
thing unique and special, a kind of teach- 
ing related closely and specifically to case- 
work methods translated into terms of the 
particular function of a particular agency. 

Another point to consider is whether the 
school uses the agency for unit placement 
only, or whether it places additional stu- 
dents with agency supervisors. If the latter 
is true, then a whole new set of relation- 
ships is set in motion, which again only 
serves to emphasize some of the problems 
that are specific to the student unit, rather 
than to student placement in general. 

If the school is using an agency for place- 
ment of students with agency supervisors as 
well as for a student unit, it becomes impor- 
tant to decide at the outset such seemingly 
simple questions as where the individually 
placed student will sit—with the staff or 
with the unit. Should he attend group 
meetings of the unit, or will they serve only 
to confuse him? Should he attend staff 
meetings only if the students of the unit 
attend, or should there be a difference here 
also? Does the agency have a clear and well 
defined conception of the kinds of cases 
that students can carry, and how does it 
exert its control over the cases assigned to 
students? Is this control the same for all 
students, or does it differ for students placed 
with agency supervisors and those that are 
placed in the unit? 

How these questions are answered will 
have a profound effect on the continuing 
relationship between the agency and the 
student unit. No matter what decisions are 
reached, and how carefully they are thought 
out at the administrative level between 
school and agency, the psychological effect 
of the presence of a student unit in an 
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agency is nearly always the same. This is 
true of any student unit, regardless of its 
structure and the kinds of personalities 
that are involved. 

Agency staff, the real flesh and blood 
workers who receive the full force of the 
impact of the student unit, feel it primarily 
as change. Change is always risky and 
double-edged, holding within it two possi- 
bilities—that of stimulation and enrich- 
ment, but also that of loss and depletion. 
Invariably the unit is felt as an external 
and unknown force, a thing apart that 
threatens to break up the organized whole- 
ness of the agency. 

In practice this is expressed in many di- 
verse ways, which, if one were to take them 
at their face value, would be perplexing at 
the least. The unit supervisor, new to the 
agency, and perhaps even to the commu- 
nity, may find himself puzzled and bewil- 
dered at the sudden dearth of suitable cases. 

Similarly, if the unit supervisor is seek- 
ing cases at the point of intake, agency in- 
take mysteriously drops. Could this be but 
another expression against what feels like 
the school’s or unit supervisor’s too rigid 
control of the time element? Later, too, 
problems develop around the students’ use 
of staff and lunch room, their demands on 
clerical workers, and use of records and 
telephones. In small agencies there may 
be so many students that staff members get 
the same feeling of invasion that comes 
from having invited one guest and finding 
yourself host to a dozen. Students are 
thought to have insufficient regard for staff 
property, to take too much or too little 
for granted. If the unit participates ac- 
tively in staff meetings, it may be felt as a 
hindrance since it cuts down the rightful 
expression of staff members. If the unit at- 
tends but does not participate, it may act as 
an inhibiting agent, forming what seems a 
silently critical audience. 

On the other hand, if the suggestion that 
the unit not attend staff meetings comes 
from the supervisor, it is likely to be inter- 
preted as a judgment on the value of the 
staff meetings rather than as a real limita- 
tion of time and lack of student readiness. 
Similarly, the staff's reaction to the unit 
group meetings which do not include them 
may be one of question and unease, of won- 




















The Student Unit 


dering about the professional mysteries into 
which the students are being initiated. 
Whatever is done or left undone by the 
unit in this initial phase becomes just one 
more point around which staff can mobilize 
its fear and suspicion. 

From the student’s side, I am certain that 
the negative expressions at least equal if 
they do not outstrip those of the staff. How- 
ever, we accept it as part of the student’s 
induction into the field that he should feel 
his difference from staff, and we know that 
he will resist and resent it until he can feel 
himself more a part of the agency. With 
the help of a skilful supervisor the student 
is able to locate many of his hostile feelings 
in the supervisor, and thus the agency and 
clients are mercifully spared. The process 
of becoming integrated with the agency 
naturally becomes more complicated and is 
slowed up in the case of students placed in 
units, since they have to meet not only their 
own feelings at being in this new situation, 
but also the subtle and indirect agency re- 
action to having a unit at all. 

As for the supervisor, it goes without 
saying that his position is not enviable in 
this beginning phase. Someone has said 
that only a ghost can live between two fires, 
and I am convinced that it takes all the 
professional discipline and understanding 
he can muster to avoid becoming a ghost- 
like figure that is rooted in neither school 
nor agency. 

In order to teach with any conviction, 
the unit supervisor must identify strongly 
and firmly with the agency. He must care 
about what happens to its clients and how 
its services are administered. Although he is 
using the agency primarily as a source for 
the teaching of students, he cannot afford to 
forget his own wider responsibility for serv- 
ice to clients. This is no less than the re- 
sponsibility of the supervisor who is em- 
ployed by the agency, but it is harder for 
him to discharge, unless he, like the agency 
supervisor, can have a real part in the for- 
mulation of policy and procedure. If the 
agency does grant him this freedom and 
privilege, there are always points at which 
all persons involved come up against a 
tenuousness in the whole relationship—and 
the agency may find itself in the position of 
having an unofficial consultant. 
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It seems to me that the core of the prob- 
lem surrounding the student unit lies in 
the question of control. A person can bear 
almost any vicissitude as long as he believes 
that he can exert some control, have some 
power of choice, and remain, to some ex- 
tent, the director of the drama. And it is 
this fear of loss of control which underlies 
almost every negative expression from the 
agency toward the student unit. The fear 
is grounded in reality, since the agency 
actually does yield much of its control in 
the choice of the person who will be unit 
supervisor, and in how he will interpret 
and carry out its policies. 

The importance of retaining control and 
how much meaning it has for an agency 
comes out very clearly in a comparison of 
the student in the unit with the student 
placed individually with an agency super- 
visor. For the latter there is usually no 
problem in obtaining cases—his supervisor 
has direct and easy access to cases, and can 
also be ready to receive them back into the 
agency with a minimum of adjustment 
and organization. The student’s presence 
at staff meetings is accepted by everyone, 
since he attends as an adjunct of his super- 
visor, or as his protégé. If there is conflict 
with other staff members, channels for clari- 
fication are direct and immediately acces- 
sible. 

The student placed with an agency super- 
visor may present just as many and similar 
problems as the one who is placed in a unit; 
similarly he may create as much incon- 
venience for the agency as the students in 
the unit. Nevertheless, there will be rela- 
tively little feeling aroused by the former, 
for the agency is able to control and modify 
the situation according to its need, whereas 
in the case of the latter, control is only 
partial and contingent upon the will of 
outside forces such as the school and unit 
supervisor. 

I know of no way in which this problem 
of control can be minimized. Perhaps if 
the agency shares in the employment of the 
unit supervisor the problem does not make 
itself felt with the same intensity. It seems 
to me that there is no way of escaping it 
entirely, since assimilating and absorbing a 
large outside body like a student unit is a 
formidable task for any agency, and sus- 
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picion and fear are the natural accompani- 
ments. Perhaps this is one of the limita- 
tions inherent in this particular training 
situation which will have to be accepted. 
The most we can hope for is that in the 
light of our understanding, it can be lived 
with more comfortably, and expressed more 
directly. 

If an agency is prepared to face and live 
through the problems arising out of relin- 
quishment of control, it will undoubtedly 
find some very real values in the experience 
of having a student unit. The presence of 
a unit often acts as a stimulus to agency 
workers, sharpening their interest in cur- 
rent developments and helping them to 
examine more closely the theoretical im- 
plications of their practice. There are 
times when the student unit, just because 
it is a structure of some size and homo- 
geneity, and brings the school within the 
walls of the agency in a very tangible way, 
acts as a professional superego in helping 
to maintain standards against the inroads 
of expediency. During periods of transi- 
tion and reorganization, the unit may 
serve as a stabilizing force and a _ profes- 
sional focus for the whole agency. 

In using the student unit as a method 
of field work training, it is important that 
the school also be aware of some of the 
problems the student must meet. As has 
already been indicated, the unique struc- 
ture of the unit makes for a halting begin- 
ning phase, so that for the student, the 
necessary process of integrating himself 
with the agency will be decelerated. Then, 
too, no matter how successful his supervisor 
may be in establishing a harmonious rela- 
tionship with the agency, the student can 
never forget that the supervisor is not 
wholly a part of that agency and that he 
owes his major allegiance to the school. 
This will always introduce some degree of 
unteality in the student’s relation to the 
agency, which will be felt more sharply as 
he compares his own experience with that 
of a student placed with an agency 
supervisor. 

Another factor that distinguishes the 
student unit from the more traditional 
kind of field placement is the group teach- 
ing that takes place within it. It seems to 
me important that the supervisor’s activity 
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in the group should be different and dis- 
tinct from his activity in the individual 
supervisory conference. If he attempts to 
use the group meeting in much the same 
way as the individual conference, the stu- 
dent is sure to become confused and it will 
be hard for him to find and maintain a 
stable relation to the supervisor. It is 
difficult enough for the student to give up 
the individual and unique relation he en- 
joys as the supervisee in order to be 
able to meet the supervisor as a group 
teacher—without having to cope with the 
uncertainties the supervisor may have 
about his own dual function. 

If the supervisor can be clear in his own 
mind as to what he is trying to do in his 
supervisory conferences, as distinct from 
his group meetings, and if he is able to use 
his group teaching as a separate process 
which complements and strengthens the 
process which is set up through individual 
supervision, then the student, too, will be 
free to take from each process whatever he 
needs for his learning expericnce. 

In addition to being a storm center and 
shock absorber for both students and 
agency, the unit supervisor must meet, in 
and for himself, certain problems which 
would not fall to his lot if he were purely 
a supervisor in an agency, or a teacher in 
a school of social work. His dilemma lies 
in the ambiguity of his position, both with 
agency and school, and he is bound to 
suffer from a sense of incompleteness in his 
relationships with either body. Unless he 
is employed by the agency as well as the 
school, he is cut off from the vital area of 
actual casework practice which most agency 
supervisors retain in one form or another. 
He may feel some sense of isolation, and 
perhaps guilt, that he teaches always from 
his own conception of what is good profes- 
sional practice in general rather than what 
is good practice at a particular time for a 
particular agency. He feels cut off from 
the historic setting and from all that is 
relative. All those invisible rhythms of 
agency, such as the fiscal year, the annual 
report, the comings and goings of board 
members, and the endless details that go to 
make up agency atmosphere, are felt and 
known, but as through a glass, darkly. 

Yet he is not fully a teacher either. In 
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the academic circle he is considered pri- 
marily a practitioner, since his major re- 
sponsibility is to teach students “how to 
do,” to help them in the practical day-to- 
day discharge of their work. If he is to 
be a teacher at all, he must find it some- 
where in his own feeling, for certainly 
there are few external factors in his situa- 
tion to support him in that role. 

It seems then that the very nature of the 
student unit inevitably gives rise to a num- 
ber of problems for everyone participating 
in it. In studying these problems, we find 
that the unit brings certain values as well 
as difficulties into the agencies which par- 
ticipate in this way of training students. 
There are also certain advantages as well 
as losses for the student in this type of 
group experience. Schools of social work 
would almost certainly welcome a situation 
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where it would be possible to place all the 
students who want and can profitably use 
professional training, in the traditional 
way—with supervisors who are already in 
the agency. However, the outlook for the 
future does not seem to promise more 
numerous opportunities for individual 
placement; instead, there are many indica- 
tions that the shortage of social workers 
will continue, and the use of units as a 
way of training students in field practice 
is likely to increase. For this reason it is 
important that all those who care about 
professional training should strive for a 
greater awareness of the meaning and effect 
of the use of this particular way of train- 
ing students. Only as this is achieved shall 
we be able to lift the student unit from its 
present level of structural device to some- 
thing we can call an educational method. 
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Assistant Editor 


The Family Service Association of 
America is very pleased to announce the 
appointment of Alice Feinberg Baracks as 
Assistant Editor of Publications Service. 
Mrs. Baracks comes to the Association with 
approximately ten years’ experience in the 
family service field. She was a supervisor 
on the staff of the Jewish Family Service 
Association of Cleveland and an instructor 
at the School of Applied Social Sciences at 
Western Reserve University, and more re- 
cently served as a Settlement Consultant 
with the United Service for New Ameri- 
cans. She has served on several F.S.A.A 
national committees, having been chair- 
man of the Sub-Committee on the Statistical 
Card of the Committee on Statistics and a 
member of the Great Lakes Regional Insti- 
tute Committee. 

Mrs. Baracks will serve as Assistant 
Editor of the JourRNAL and will be respon- 
sible for the Book Review section. She will 
also take responsibility for the editing of 
Hicuuicuts and will share in editing other 
Association publications. 


S.W.V.B. Carries On 


A year ago the Board of the Social Work 
Vocational Bureau, faced with an addi- 
tional cut in an already inadequate income, 
reviewed its program and decided to con- 
centrate the Bureau’s efforts on three spe- 
cific areas related to its primary purpose, 
the development of adequate personnel 
services for social agencies and _ social 
workers.! 

The continuance of the personnel record 
service was accepted as a primary responsi- 
bility to the 2,500 social workers comprising 
the Bureau’s individual membership, and 
to others who might wish to take advantage 
of the extension of membership to all 
social workers in any field of social work 
who meet specified requirements. In an 
effort to improve the professional value of 
the histories which are available to prospec- 
tive employers, the Board, through its 
Committee on References, has established 
definite principles to be used as guides for 


1 Helen Crosby, “Social Work Vocational Bureau 
Curtails Service,” Hicuucuts, February, 1948, pp. 
22-23. 
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employers and others who may be asked 
for evaluations of individual workers. 

The number of personnel records re- 
quested by employers (2,422 in the eleven 
months from February to December 31, 
1948, as compared with 2,430 requests in 
the previous twelve months), the number 
of so-called “assisted placements,” and let- 
ters from our members indicate that the 
personnel record service is meeting a real 
need. A partial substitute for counseling 
and referral service is being developed 
through arrangements for exchange of in- 
formation about job openings and _ avail- 
able workers with some of the national 
social work agencies. These co-operative 
arrangements have already proved their 
value to both agencies and workers. 

The Board agreed that the promotion of 
the expansion of public employment serv- 
ice to the social work field should be its 
second major concern. Although person- 
nel service to social workers and _ social 
agencies has been available through the 
professional division of the public employ- 
ment offices it has not, in most communi- 
ties, been used extensively. California has 
had a special placement service for social 
workers since 1941; Cleveland since 1943; 
and the New York State Employment Serv- 
ice opened one for the New York City area 
in October, 1948. Conferences with the 
United States Employment Service resulted 
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in preparation of a memorandum by 
U.S.E.S. to all state offices. The Bureau 
has prepared a statement of suggested pro- 
cedures leading to the expansion of the 
public service. This statement, the U.S.ES, 
memorandum, and material on the ex- 
perience of some local offices are available 
from the Bureau for the use of local groups, 
The Bureau has appointed a committee to 
consider ways and means of stimulating 
further interest and activity in this part of 
its program. 

In the field of research, which is the third 
area of its program, the Bureau can con- 
tribute only indirectly. There is need for 
research and analysis of personnel needs, 
salary and position trends, and opportuni- 
ties in the social work field, as well as for 
preparation of job descriptions and classi- 
fications which would be immediately use- 
ful to public employment offices. The 
Bureau has a fund of experience and of 
factual material which can and should be 
drawn on in any research that is under- 
taken. 

At the end of its first year under the new 
program, the Bureau feels it can report 
some progress and expresses a conviction 
that the program has met with sufficient 
response from agencies and workers to war- 
rant its continuance. 

HELEN Crossy, President 
Social Work Vocational Bureau 


Book Reviews 


PSYCHOSOCIAL DEVELOPMENT OF CHILDREN: 
Irene M. Josselyn, M.D. 134 pp., 1948. Family 
Service Association of America, New York, or 
the JOURNAL OF SoctAL CAsSEWorRK. $1.75. 


Dr. Josselyn has made an important contribution 
to the literature on children. This volume will be 
useful in casework, both for classroom teaching and 
for the experienced practitioner. Although the 
subject of child development has been treated be- 
fore, this presentation gives a fresh and current 
statement of basic principles in a new perspective 
on the synthesis of the psychological and social 
factors in normal growth. 

Dr. Josselyn writes, as she lectures, with a natural, 
engaging manner and a sympathetic humor. Each 
age period is given careful consideration, with apt 
illustrations that make the theoretical points readily 





understandable. The latency period is discussed 
more fully than is usually the case in the litera- 
ture on children. The way each stage of growth 
promotes ego development and positive character 
traits is clearly shown. The effect of deviations 
from the normal course of development and their 
relation to the neuroses and other personality dis- 
orders is particularly useful as an introduction to 
the study of psychopathology. This book demon- 
strates again that the social casework student must 
understand normal development in order to com- 
prehend and evaluate the abnormal. 

The last chapter, on The Caseworker as Thera- 
pist, recognizes the contribution of our profession 
to treatment. The description of the content of 
casework method is useful since it emphasizes the 
blending of skills—the use of the environment, the 
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worker-client relationship, and the interpretative 
techniques. The suggested classification of method 
as Environmental Therapy, Relationship Therapy, 
and Insight or Interpretative Therapy, however, 
docs not seem to be inclusive enough since it 
omits any discussion of the many services that fall 
in the supportive area. The term Relationship 
Therapy, even though clearly defined by Dr. 
Josselyn, carries the negative connotation that rela- 
tionship is not a basic factor in other treatment 
methods. It is to be hoped that the profession will 
continue to work on this problem of suitable 
nomenclature for differential treatment methods. 
The F.S.A.A. Lake Forest Regional Institute, 

where Dr. Josselyn’s material was originally pre- 
sented, is to be congratulated for stimulating the 
publication of this volume. Too often this kin 
of up-to-date material is not given the wide circu- 
Jation that it merits, but remains hidden in the 
notebooks of seminar members. 

LuciL_e N. AUSTIN 

New York School of Social Work 

Columbia University 

New York, N. Y. 


SOCIAL WORK: An_ Introduction to the Field. 
Herbert Hewitt Stroup. 695 pp., 1948. Ameri- 
can Book Company, New York, or the JOURNAL 
oF SoctaL CASEWOoRK. $4.50. 


Professor Stroup’s text represents the most recent 
effort to provide a descriptive analysis of the field 
of social work leveled at the needs of the under- 
graduate student and the interested lay reader. As 
such, it gives a comprehensive and panoramic view 
of the history, structure, and current trends within 
the various areas that comprise the field. In trac- 
ing the development of social work in America, the 
author has depicted the whole against the back- 
ground of the cultural sources out of which social 
work as a pattern of social meaning has arisen. 

The author’s treatment of the subject is ad- 
mirably suited to the teaching of preprofessional 
students. Professor Stroup has brought to the task 
of writing this text a background of sociology and 
practical social work, as well as a long experience 
with teaching pre-social work specialization majors. 
In adapting the material to the undergraduate 
student, he has emphasized the human needs that 
social work attempts to meet, along with the agency 
structure that has developed to implement its 
goals. By this approach, the author has appro- 
priately avoided any but the most elementary dis- 
cussion of the various technical processes used by 
professional social workers in carrying on the work 
of the agencies. The discussion is illustrated 
throughout with carefully selected case materials 
directed toward assisting the reader to understand 
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the field without trespassing in the area of techni- 
cal methods and professional “know-how.” 

Professor Stroup defines social work as “the art 
of bringing various resources to bear on individual, 
group, and community needs by the application of 
the scientific method of helping people to help 
themselves.” The definition implies that social 
work in its entirety is encompassed within the 
bounds of its three major techniques—casework, 
group work, and community organization. In 
adopting this concept as the basic framework 
within which social work is then described, the 
author has fallen heir to the more or less general 
trend in current thinking within the profession: 
the complete identification of social work with the 
skills that have evolved to implement its purposes 
and goals. Within recent years some authorities 
have questioned the adequacy of a definition uf 
social work in terms only of its processes and 
techniques. They have postulated a broader con- 
cept of social work as a basic social institution 
concerned not only with the needs of individuals 
but with the correction of the social and economic 
conditions giving rise to these needs. 

Although the text contains few controversial 
statements, and at points is academic in its tone, 
social work practitioners and agency executives 
will find it an interesting compendium of develop- 
ments and trends within the total field. Through- 
out there is evidence of sound and meticulous 
scholarship, most of the discussion being based on 
good source materials. 

There are several reasons why the profession at 
large should be interested in social work textbooks 
of this sort. First of all, the authors have stood 
alone, in recent years, in their efforts to portray the 
total pattern of the field of social work and its 
place in, and meaning to, the American scene. 
Further, the undergraduate text has the strategic 
function of shaping the thinking of tomorrow’s 
social workers, board members, donors, and other 
interested participants. In terms of these functions, 
Professor Stroup has made a real contribution to 
the literature of the field. 

Sopuie T. CAMBRIA 
Hunter College 
New York, N. Y. 


OPERATION STATISTICS OF FAMILY SERVICE 
AGENCIES—1947: Ann W. Shyne. 34 pp. 
1948. Family Service Association of America, 
New York, or the JOURNAL OF SocIAL CASEWORK. 
75 cents. 


Operation Statistics 1947 successfully fulfils its 
stated purpose: “to provide agencies with com- 
parable current data needed for policy making and 
administrative purposes, and to provide comparable 
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data over a period of years as measures of trends 
in family service agency operation.” This report, 
published for the first time by the Family Service 
Association of America, continues a series previously 
issued by the Russell Sage Foundation. The data, 
secured from 60 agencies, are national in scope, 
representing a similar percentage of member agen- 
cies from each region. However, no analysis is 
made of trends by region. From Table 12, regard- 
ing financial assistance, the reader may note that 
all agencies in the Southern Region are above the 
median (22 per cent) in cases receiving assistance 
and that the nine large Jewish agencies have trends 
that do not parallel the 51 non-sectarian agencies. 

Ihe trends cover a period of twelve years (1936 
through 1947). Applications, intake, and active 
cases have decreased since the peak years of 1938-40. 
The agencies have not replaced the cases formerly 
accepted for financial assistance by a corresponding 
number of counseling cases. This is the more strik- 
ing in view of the fact that stricter adherence to 
case definitions has meant inclusion in the case 
count in recent years of cases earlier omitted. In 
1946 for the first time a classification of cases at 
time of closing according to number of client inter- 
views was introduced. The resulting figures have 
already led to considerable study by family agen- 
cies. In 1947, in the median agency only 42 per 
cent of closed cases involved more than one client 
interview. 

Where the data provide a median figure an ex- 
ecutive may see at a glance the relation of his 
agency to the other agencies, though the multiple 
function of some agencies, with varying practices in 
counting services other than family casework, may 
limit comparability. Considerable variation may 
suggest that changes should be considered in 
policy, budget requests, and staff organization. The 
number of active cases per month per worker is 
given by agency. The actual size of staff, divided 
into the standard classifications, is not given. This 
is important information administratively and 
since it is provided in the monthly reports from 
which annual data are tabulated, one may ques- 
tion its omission. Table 12 gives information as 
to the extent that financial assistance is a part of 
each agency’s service, although the number of foster 
care and homemaker service cases included in this 
figure is not given. 

Operation Statistics 1947 is unquestionably useful 
to administrators. In addition, all agency person- 
nel can gain insight into the relative position of 
their agency and the trends in the family service 
field. The tables are clear and the interpretative 
matter is appropriate and adequate. 

WALTER W. WHITSON 


Family Service 
Houston, Texas 
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AMERICA'S NEEDS AND RESOURCES—A Twentieth 
Century Fund Survey which Includes Estimates for 
1950 and 1960: J. Frederic Dewhurst and 
Associates. 812 pp., 1947. ‘Twentieth Century 
Fund, Inc., New York, or the JOURNAL oF 
SOCIAL CASEWORK. $5.00. 

Against a carefully drawn background of basic 
trends in national production, population, income 
and expenditure movements, this very important 
volume presents in Parts I to IV a richly docu- 
mented record of consumer, capital, and govern- 
ment requirements, including estimates of the 
pertinent figures for 1950 and 1960. Part V 
evaluates our resources for meeting such demands, 
our past, present, and expected productive capacity 
in industry, agriculture, natural resources, and labor. 
A closing chapter outlines in bold features the 
balance between needs and resources toward which 
we are moving. It underlines the significance of 
the human element, of individual productive 
capacity, of basic attitudes and values which, in 
changing, do affect the course of our economic 
development. “Continued increases in  produc- 
tivity, inventiveness and daring in the exploitation 
of new ideas cannot confidently be anticipated 
without reckoning on the all-important subjective 
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Book Reviews 


factors. In the last analysis, it is people who 
make progress.” 

Between lines you will find some excellent ma- 
terial in support of educational, health, and welfare 
services, and better housing, and their bearing 
on increased economic productivity. 

There are other reasons why social workers 
should become well acquainted with this volume 
which, at first glance, may seem somewhat remote 
from our interests. The chapters on consumer re- 
quirements include a full discussion of such serv- 
ices as housing, medical care, recreation, education. 
Chapter XIV deals with religion and private wel- 
fare, and analyzes the spread of their service facili- 
ties, the effects of World War II on them, social 
welfare goals as they emerge, and estimated con- 
sumption needs and demands in our area for 
1950 and 1960, compared with 1940 expenditures. 
While this brief chapter seems more sketchy than 
most of the others, it will be noted with interest 
that the authors predict a deficit in voluntary con- 
tributions for religious and welfare agencies of 
some four hundred million dollars in both 1950 
and 1960 in relation to estimated need and de- 
mand. Trends in government health and welfare 
services are discussed more fully. 

The book represents the product of a co-opera- 
tive effort. The central staff of the survey, a group 
of well known economists under the leadership of 
Frederic Dewhurst, invited the counsel of a long 
list of experts and specialists in each field. From 
our own group we note, among others, Philip 
Klein, Marietta Stevenson, and Mabel Uzzell. 

The book is vividly written. Under one cover it 
brings together a wealth of information usually 
widely scattered and rarely up-to-date. While we 
may not necessarily agree with some points, the 
book should be considered a basic handbook of 
knowledge indispensable for any professional 
worker interested in social planning. In short, 
here is excellent reading for you and your Boards 
dealing with the individual and his society. 

If you do not feel like tackling an 800-page 
volume, here is good news. The Fund has sum- 
marized the major findings of the Survey in a 
100-page “graphics” volume, edited by Rudolf 
Modley, formerly president of the Pictograph Cor- 
poration. This book, richly illustrated by pic- 
torial charts, has been designed for a_ wider 
audience than the full text of the original report, 
and will bear the title U. S. A.; Measure of a 
Nation. Watch for it! 


HERTHA KRAUS 

Graduate Department of 
Social Economy 

Bryn Mawr College 

Bryn Mawr, Pennsylvania 
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LET'S TELL THE TRUTH ABOUT SEX: Howard 
Whitman. 242 pp., 1948. Pellegrini & Cudahy, 
Inc., New York, or the JoURNAL OF SOCIAL 
CASEWORK. $2.50. 


It is only fair to admit that this book was ap- 
proached with a somewhat negative attitude which 
the breezy table of contents did nothing to dispel. 
It was a pleasure, therefore, when the book proved 
to be eminently readable, sound, and realistic. 

After reviewing the pressing need by the adult 
and the child for adequate and complete sexual 
information, the author proceeds to provide this 
information in a practical manner, including such 
issues as the use of the proper names of the genital 
organs and of sexual relations. There are two 
illustrations giving cross-sectional views of the male 
and female genital organs which, by their sim- 
plicity and completeness, should be helpful to the 
parents, teachers, social caseworkers, and others 
who are concerned with this subject. The book 
emphasizes repeatedly that the best place for giving 
sex information to the child is in the home, and 
the best persons for this job are the parents; how- 
ever, and this is one of its great strengths, it recog- 
nizes frankly the fact that many if not the majority 
of parents are poorly equipped for this job. The 
author points out that intellectual knowledge is 
not enough and urges parents to examine their 


i own attitudes and, if they find that these are 


such that they cannot be free and comfortable in 
talking of sexual matters with their children, to 
seek help in changing their attitudes and the un- 
happy relations that may accompany them. He 
takes the logical step and advises the young couple 
contemplating marriage and the married couple 
who have not become parents also to seck this 
help if it is needed. Chapter eleven is devoted to 
counseling—Before and After. It will be gratifying 
to readers of this JouRNAL to know that the 
F.S.A.A. and its member agencies are singled out 
for specific mention in this connection. 

The five final chapters are given to a con- 
sideration of sex education in the schools, pre- 
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senting the various opinions regarding this subject, 
as well as a summary of the current status of sex 
education in the schools in the various states. 

The author has approached this whole subject 
objectively, with one exception—in discussing the 
question of premarital sexual relations, it appeared 
to the reviewer that he confused and evaded the 
issue. One also wonders if the majority of parents, 
to whom the book is addressed, are sufficiently 
familiar with the many technical and academic 
phrases and terms which abound in the book. 

The printing is clean and clear and the book 
is attractively bound. 

EMERSON HOLCOMB 
Family Society 
Spokane, Washington 


Have You Seen These? 


About 100 Books. A bibliography compiled for 
different age levels of children, designed to promote 
human understanding among young readers. Read- 
ing materials describing different religious, ethnic, 
and racial groups as well as those of different 
occupational and geographical settings are pre- 
(American Jewish Committee, 386 Fourth 
Individual copies free. 


sented. 
Ave., New York 16, N. Y. 
In quantity, 10 cents each.) 


Admission and Resettlement of Displaced Persons 
in the United States, by Frank L. Auerbach. A 
handbook of information bringing together in con- 
venient form the most important legal and teci- 
nical information needed by local social and civic 
agencies and others concerned with displaced pet- 
sons. (Common Council for American Unity, 20 
W. 40 St., New York 18, N. Y., 1949, 75 cents.) 


Adoption in New York City, by New York City 
Committee on Adoptions. A report of an inquiry 
analyzing services available for unmarried mothers 
in New York City, covering the range of social, 
medical, and legal services that are integral parts 
of any complete adoption. It points up problems 
growing out of the relation between public anid 
private agencies. Although the recommendations 
are geared to New York City, they would be of 
interest to other communities facing similar prob- 
lems. (Welfare Council of New York City, 44 E. 
23 St., New York 10, N. Y. $1.25.) 


Arts in Childhood Bulletins (Fisk University, 
Nashville 8, Tenn. Single copies go cents.) 

One World in Children’s Books; Opportunity in 
the Arts; Starting the School Year Right; Art as a 
Universal Language: A 1948 edition of a series 
providing reference lists and teaching suggestions 
in regard to children’s literature and art. 
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Read and Recommend — 


THE 


ENGAGED COUPLE 
HAS A RIGHT TO KNOW 


(A Modern Guide to Happy Marriage) 
By ABNER |. WEISMAN, M.D. 


“Will make an excellent addition to the library for 
clients which many family service agencies are start. 
ing. . . . Would be well to recommend this book to 
ministers and doctors who are seeking authoritative 
and helpful books to give to young engaged couples. 
Agencies planning family life education programs 
for groups of young engaged couples will find Dr, 
Weisman's book particularly suitable for promoting 
discussion.” 

—Journal of Social Casework 


“Deserves to be high on the list of recommended books 
in this field ...a welcome phenomenon to see a book 
so sensitive to the emotional and social problems within 
medical practice come from one within a specialty other 
than psychiatry.” 

—Journal of the American Medical Ass'n 


$3.00 


MAN-MADE PLAGUE 


(A Primer on Neurosis) 
By WILLIAM G. NIEDERLAND, M.D. 


“Amidst the spate of volumes, scientific and pseudo- 
scientific, flooding the market in the field of psychol- 
ogy, Dr. Niederland’s lucid primer on neurosis appears 
as a welcome and much-needed relief.” 

—Bulletin, Brooklyn Inst. of Arts & Sciences 


“Any reader may easily understand it, while, at the 
same time, it is helpful to the professional.” 
—Tampa Sunday Tribune 


“The individual can make a good start in the study of 
psychiatric fundamentals through the aid of this simply, 
clearly written book.” 

—Pasadena Star-News 


$3.50 


| RENBAYLE HOUSE, 1165 B’way, New York 1 ! 
| Enclosed fad $.....cccc00 for: | 
| PP BR The Engaged Couple @ $3.00 | 
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Personnel Vacancies 


Louisiana Welfare: Special issue on Needs of the 
Aged. Includes articles on casework approach and 
types of community resources needed for the aged. 
Would be applicable to all communities. (Louisiana 
Department of Welfare, Baton Rouge, La., October 
1948.) 

One Hundred Years of Public Service for Chil- 
dren in Minnesota, by Gioh-Fang Dju Ma. A de- 
tailed study of the development of public child 
welfare services in Minnesota highlighting changes 
in approach and organization. (University of Chi- 
cago Press, 5750 Ellis Ave., Chicago 37, Ill. $5.00.) 





POSTGRADUATE CENTER 
FOR PSYCHOTHERAPY, INC. 


(Chartered by the Regents of the 
University of the State of New York) 


Intensive training for psychiatric caseworkers lead- 
ing to certification. Also individual orientation 
courses in psychotherapy and community planning 
of interest to group workers and other professionals 
in the social work field. 


For information, application blanks and catalogue 
write to: 
Dean 
Postgraduate Center for Psychotherapy, Inc. 


218 E. 70 St., New York 21, N. Y., RE 7-1000 











UNIVERSITY OF PITTSBURGH 
School of Social Work 
PROFESSIONAL EDUCATION 


for men and women 


Leading to the Master of Social Work 
and to the Doctor of Social Work 


Generic Program and Specializations in 


Social Case Work 
Social Group Work 
Social Intergroup Work 
Social Research 


The next section of the Advanced Psychiat- 
ric Program on the doctorate level in cooper- 
ation with the Winter V.A. Hospital and the 
Menninger Foundation will begin July 1949. 








123 


Personnel Vacancies 

Vacancies are listed alphabetically by state, and 
by agency and city within the state. Rates for 
classified advertising are 10 cents per word; for 
larger type or display form, $6 per inch; minimum 
charge, $2.50. Closing date is 5th of month pre- 
ceding month of issue. Box-number service is not 
available. 


DIRECTOR OF CASEWORK—Welfare Department of Church 
Federation. Requires two years graduate training and 
supervisory experience. Salary range $3456-$3864. Write 
Church Welfare Bureau, 3330 West Adams Blvd., Los Angeles 
16, Calif. 








SOCIAL WORK CONSULTANT in Maternal and Child 
Health Division co-ordinated program Bureau of Health 
and Hospitals, Denver, Colorado. Completion of degree in 
Medical Social or Child Welfare and experience required. 
New program offering opportunity for initiative. Write 
Personnel Office, Room 409, City and County Building, 
Denver, Colo. 





CASEWORK SUPERVISOR for medical social service depart- 
ment newly established in City-County Hospital. Oppor- 
tunity for initiative in program planning, developing teach- 
ing program. Write Personnel Office, Room 409, City and 
County Building, Denver, Colo. 





MEDICAL SOCIAL WORKER wanted for casework position 
in Middle West which includes some work in community 
organization. With or without experience. Graduate ac- 
credited school. Lutheran background. Minimum salary 
$2700. Wheat Ridge Foundation, Wheat Ridge, Colo. 





WORK WITH AGED—two specialized positions in case- 
work staff of 14, available immediately. One as case- 
worker and staff resource person; needs training, experience 
and interest in older people, $3,000; one as assistant super- 
visor, Homemaker Program, developing housekeeping service 
for older people; needs training and interest, $2,800. Real 
community interest in developing services for aged, good 
personnel practices. Write Family Service Society, 36 
Trumbull St., Hartford 3, Conn. 





CASEWORKERS. (Man and woman) professionally trained, 
for child placing agency with institutional facilities. Psy- 
chiatric consultation available. Write The Children's Center, 
1400 Whitney Ave., New Haven 14, Conn. 


CASEWORKER: Trained. Interested in a broad program 
of casework therapy, marital adjustments, children's behavior 
problems including play therapy with children, guidance 
to adolescents, unmarried mothers, etc. Preventive case- 
work services developed through marriage counseling and 
parent-child relationship discussions to individuals and to 
groups. Salary range $2600 to $3650. Write Family Service, 
127 N. W. Second St., Miami 36, Fla. 








CASEWORK SUPERVISOR 


Multiple service agency with present profes- 
sional staff of 8 has challenging opening for 
Casework Supervisor responsible for directing 
and strengthening total casework program and 
also supervision of some workers. Experience in 
both family and child placement service desired 
but emphasis is on seasoned supervisory and 
staff development skills. Salary open to meet 
requirements of outstanding candidates. Write 
Jerome N. Sampson, Jewish Family and Chil- 
dren's Bureau, 319 West Monument St., Balti- 
more |, Md. 
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CASEWORK SUPERVISOR 


Private, non-sectarian, statewide, child-placing 
agency with professionally trained caseworkers 
and psychiatric, psychological, pediatric and 
pediatric-nursing staff has opening for Case- 
work Supervisor with Freudian orientation, ex- 
perience in supervision and in direct work with 
troubled children in progressive family service 
and/or child-placing agency. Membership in 
A.A.P.S.W. desirable. Ability to help integrate 
family service into present program also needed. 
Salary adequate. Statement of personnel prac- 
tices and job classifications available. Write 
Mrs. Jeanette H. Melton, N. H. Children's Aid 
Society, 170 Lowell St., Manchester, N. H. 











CASEWORKER. Graduate of an accredited school of social 
work. Experience preferred but not required. Salary range 
$2650 to $3650, depending on qualifications. Travelers Aid 
Society of Miami, 127 N. W. 2nd St., Miami 36, Fla. 





CASEWORKER able to carry sustained relationships, wanted 
as second PSW in vital all-purpose clinic operating in 
standards as private agency under National Mental Health 
Act. Woman preferred. Beginning $3600 to MSW who 
can function responsibly. Supervision of Negro students 
possibility for future. Write Co-ordinator, Community 
Guidance Center, 20 Gaston St., W., Savannah, Ga. 





CASEWORKER. Graduate of accredited school of social 
work, family or psychiatric field preferred, for small private 
family agency with emphasis on child guidance service. 
Salary $3600 to $4200 depending on experience and ability. 
Write Executive Secretary, Family Service Association, 32 
South River St., Aurora, Ill. 





CASEWORK SUPERVISOR for Methodist children's agency 
in Chicago suburb. Adoption, foster home and _ institu- 
tional care for Protestant children. Challenging oppor- 
tunity, progressive policies. Master's degree or equivalent 
In social work and experience in child welfare required. 
Apply Lake Bluff Orphanage, Lake Bluff, Ill. 





CASEWORKER—Opening for professionally trained family 
caseworker in small agency in Chicago suburb. Resources 
of the large city but located in small community. Salary 
for beginning caseworker $2700; more with experience. 
Write Family Service Association, 1103 Westgate, Oak 
Park, Ill. 





DIRECTOR—Female—for Day Care Center. Experience and 
training in nursery school education and social work. 
Beginning salary $2700. Write Cheerful Home Associa- 
tion, 315 S. Sth St., Quincy, Ill. 





CASEWORKER. Opening for professionally trained case- 
worker in new, rapidly growing, family and child agency. 
Ideal working conditions and personnel practices. Salary 
commensurate with training and experience. Write Family 
Service Agency, 618 W.C.U. Building, Quincy, Ill. 





SUPERVISOR. Professionally trained with supervisory experi- 
ence. Opportunity for participation in reorganization and 
development of agency program. Also participation in 
board meetings and development of agency policies. 
Minimum salary $3300. Starting salary dependent upon 
experience. 

CASEWORKER. Professionally trained, preferably with ex- 
perience. Minimum salary $2400. Starting salary dependent 
upon experience. Write Family Welfare Association, 615 
East Jefferson St., Springfield, Ill. 
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CASEWORKER needed immediately, private agency. Family 
casework and child placement. Case load about 35. Ex. 
cellent personnel practices. Workers with | year graduate 
training start at $2400, 2 years at $2700. Additional allow. 
ance for experience. Annual increment. Opportunity early 
advancement. Scholarship plan for those with partial train- 
ing. Family and Children's Service, 313 Southeast 2nd St., 
Evansville 9, Ind. 





FULLY TRAINED psychiatric worker immediately. Salary 
above average, dependent upon experience. Excellent per- 
sonnel practices. Family and Children's Service, 313 South- 
east 2nd St., Evansville 9, Ind. 





EXECUTIVE DIRECTOR—MSW and two years' administra- 
tive experience in child welfare. Staff of 15, two nurseries 
and supervision of licensing and placing children in foster 
day care homes. Salary $3600 or more, depending on qual- 
ifications. Retirement and hospitalization. Children's Day 
Care Association, 515 W. Jefferson, Fort Wayne 2, Ind. 





MEDICAL SOCIAL WORKER. Graduate accredited school 
with one or two years supervised hospital experience. Case- 
work in general teaching hospital. Indiana University Med- 
ical Center, Indianapolis, Ind. 





SENIOR CASEWORKERS with graduate training and experi- 
ence for private state-wide child-placing agency. Openings 
in adoption program and homefinding with possible op- 
portunity for supervision. lowa Children's Home Society, 
304'/, Eighth St., Des Moines, lowa. 





EXECUTIVE in family and child welfare agency in a city 
of 90,000. Position includes administration and casework 
supervision. Agency member of F.S.A.A. Psychiatric con- 
sultation available. Salary open. Family Service, Inc., 
423 Commerce Bldg., Sioux City 9, lowa. 





FIELD REPRESENTATIVE: Public Assistance; man or woman; 
one year graduate training; four years experience in 
a public assistance agency, one year of which must have 
been in an administrative or supervisory capacity; qualified 
supervision; salary range $265-$325. Kansas State Depart- 
ment of Social Welfare, 801 Harrison St., Topeka, Kansas. 





CASEWORKERS—two openings for qualified caseworkers 
with professional training. One to carry foster home studies 
and small children's case load. One to carry generalized 
case load in Children's Services. Salary range $2600 to 
$3500. Good supervision assured in well established agency. 
Write Child and Family Services, 187 Middle St., Portland 
3, Me. 


CASEWORK. Opening April. Professionally trained and 
minimum three years experience. Salary $240-$310. Regular 
psychiatric consultation. Treatment children and adults. 
Progressive agency. Family Service, 330 Packard, Ann 
Arbor, Mich. 


CASEWORKER. Professionally qualified for a non-sectarian 
family agency. Salary commensurate with qualifications; 
semi-annual increases, opportunity for developing through 
special projects, community work and extension work. 
Write Civic Leaque Family Service, City Hall, Bay City, 
Mich. 











CASEWORKERS. Immediate opening for 
qualified, professionally trained caseworkers 
with casework experience in casework agency 
serving community of approximately 600,000. 
Student Training Center. Good personnel poli- 
cies. Good salary range. Write A. W. Swan- 
son, Family Service Society, 18! Franklin St., 
Buffalo 2, N. Y. 
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Personnel Vacancies 





DISTRICT SUPERVISOR. Opening for profes- 
sionally trained and experienced supervisor in 
casework agency serving a community of ap- 
proximately 600,000. Psychiatric consultation. 
Student Training Center. Good personnel poli- 
cies. Good salary range. Write A. W. 
Swanson, Family Service Society, 181 Franklin 
St., Buffalo 2, N. Y. 











CASEWORKERS. Openings In late spring for two pro- 
fessionally trained experienced caseworkers. Family agency 
with county-wide coverage. Good supervision, psychiatric 
consultation, top salaries, good personnel practices. Mem- 
ber F.S.A.A. Write Kathryn Adams, Family Service Asso- 
ciation, 5 Lyon St., N.W., Grand Rapids 2, Mich. 





PSYCHIATRIC SOCIAL WORKER to act as executive sec- 
retary and do casework in the Duluth Mental Hygiene 
Clinic, 701 Medical Arts Building, Duluth 2, Minn. 








CASEWORKERS. Openings for fully trained caseworkers 
In multiple function non-sectarian agency, serving county 
of approximately 600,000. Salary range $2520-$4140. Good 
supervision; psychiatric consultation; protected case loads; 
student training program. Write Clark W. Blackburn, 
Family and Children's Service, 404 South 8th Street, 
Minneapolis 2, Minn. 





CASEWORKER. Multiple function agency; good super- 
vision; psychiatric consultation; progressive agency program; 
opportunity community committees: $2800-$3300, depending 
upon experience. Jewish Family Service, 300 Wilder Build- 
ing, St. Paul 2, Minn. 





SUPERVISOR, family-children's agency in a major mid- 
western community. Will consider skilled caseworker wish- 
ing to enter supervision; opportunity community organiza- 
tion and development agency policies; member FSAA; Com- 
munity contains excellent cultura! facilities. Salary open, 
excellent, commensurate with Jewish agencies in most 
major cities. Write Jewish Family Service, 300 Wilder 
Building, St. Paul 2, Minn. 





SUPERVISOR. Lutheran background. Will consider skilled 
caseworker with child welfare experience wishing to enter 
supervision. Small professional staff. Salary commensurate 
with that of other similar agencies in community. Ex- 
cellent personnel practices. Write: Lutheran Children's 
Friend Society, 4352a Chouteau Avenue, St. Louis 10, Mo. 





ATLANTIC CITY, N. J. Federation of Jewish Charities. 
Caseworker, graduate from school of social work, in mul- 
tiple function agency; interesting and important, professional 
development. Address: 1516 Atlantic Avenue, Atiantic City, 
N. J. 





CASEWORKER with professional training for multipie serv- 
ice agency. Experience in family or children's agency de- 
sirable. Salary depends on qualifications. Write The 
Lutheran Welfare Association of N. J., 93 Nelson Ave., 
Jersey City 7, N. J. 





CASEWORKERS for national agency with multiple service 
Program for adjustment of Jewish immigrants and dis- 
placed persons in U. S.; MS degree required; salary range 
$2950-$4175: appointment within range depending on ex- 
perience. Promotion opportunities. Knowledge of Yiddish 
or German preferred. Write or telephone United Service 
for New Americans, Inc., 15 Park Row, New York 7, N. Y., 
CO 7-9700. 
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DIRECTOR of Medical Social Service Department, experi- 
enced—to organize department in voluntary hospital for 
the tuberculous in Brooklyn. Full training, some adminis- 
trative experience required. Salary $3600 to $4500, depend- 
ing on experience. Write to Mrs. Wallace B. White, 651 
Marlboro Rd., Brooklyn 30, N. Y. 





UNIVERSITY OF BUFFALO School of Social Work an- 
nounces a staff vacancy in generic casework, including re- 
sponsibility for classroom instruction, thesis guidance, 
and field work supervision. Experience in family casework 
desirable. Niles Carpenter, Dean, University of Buffalo 
School of Social Work, 25 Niagara Square, Buffalo 2, N. Y. 





CASEWORKER. Experienced, graduate accredited school 
preferred. Wanted for small non-sectarian private agency 
on Long Island near New York City. Five day week. Ex- 
cellent personnel practices, psychiatric consultation avail- 
able. Annual salary $3,100 for qualified person. Write 
Village Welfare Society, 225 Main St., Port Washington, 
N. Y. 





CASEWORKER. Immediate opening for professionally 
trained caseworker, with or without experience. MSW 
preferred; one year's training acceptable. Good personnel 
policies include retirement plan. Salary, commensurate with 
training and experience, begins at $3,000. Write Family 
Service Agency, 220 Church St., Greensboro, N. C. 





EXECUTIVE family agency. Minimum two years graduate 
training, five years experience including three in super- 
vision. Salary according to qualifications. Family Service 
Bureau, 106 College St., High Point, N. C. 





CASEWORKERS. Openings for professionally trained men 
and women interested primarily in casework practice. Su- 
pervisory opportunities for experienced workers. Agency 
provides psychiatric seminars and consultation, student 
training programs. Salary based on classification plan. 
Write Family Service, 312 W. 9th St., Cincinnati 2, Ohic, 
for details regarding salaries, personnel practices. 





ASSISTANT DISTRICT SECRETARY. Must be skilful case- 
worker with experience in supervision. Salary range $3880- 
$4600. Family Service Association, 1001 Huron Road, Cleve- 
land 15, Ohio. 





CASEWORKER. Challenging project in developing case- 
work service in the Young Women's Christian Associa- 
tion. Minimum requirements graduation from an accredited 
school of social work; three years supervised experience. 
Salary $3400. Write Mrs. A. G. Ross, YWCA, 1710 Prospect 
Ave., Cleveland 15, Ohio. 





CASEWORKER, graduate accredited school; experience pre- 
ferred. Private child placement agency. Average case load 
25 families. Salary $2400 to $4500. Send full qualifications. 
Children's Bureau of Dayton, 225 N. Jefferson St., Dayton 
2, Ohio. 





CASEWORKER. Opening for caseworker with professional 
training in family agency serving community of over 
400,000. Good personnel policies. Salary range $2700-$4200. 
Psychoanalytic consultation available. Training center for 
students. Write Virginia Woodman, Family Service of 
Montgomery County, 118 East First St., Dayton 2, Ohio. 


CASEWORKERS. Trained, experienced family caseworkers 
for Toledo Domestic Relations Court; beginning salary 
$3600; retirement plan, vacation, sick leave; also experi- 
enced caseworkers to enter marriage counseling field; oppor- 
tunity for professional advancement. Judge Paul W. Alex- 
ander, Toledo 2, Ohio. 








SUPERVISOR—family agency with excellent casework pro- 
gram. Position open about April or May 1949. Write Fam- 
ily Welfare Organization, 411 Walnut St., Allentown, Pa. 
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CASEWORKER—Two years graduate training. 
Salary range $2700 to $3600. Favorable per- 
sonnel practices. Exceptional psychiatric con- 
sultation. Opportunities for further professional 
development. Attractive, interesting com- 
munity with mountains and salt water offering 
unusual recreational opportunities. Write, giv- 
ing details to Orville Robertson, Family Society, 
107 Securities Bldg., Seattle 1, Washington. 
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SUPERVISOR. For 3 to 6 professional staff, also related 
administrative and community responsibilities. Qualifica- 
tions: Previous supervisory experience and use of psychiatric 
Salary range: $3750 to $4750. Lucia B. Clow, 
1243 North Van Buren St., 


consultation. 
Family Service of Milwaukee, 
Milwaukee 2, Wisc. 














CASEWORKER ready to supervise student. Suburban fam- 
ily agency in Philadelphia Chest area. Psychoanalytic con- 
sultation available. Main Line Family Service, 18 Simpson 
Road, Ardmore, Pa. 





SUPERVISOR. Opening for another supervisor in combined 
agency. Must be a skilled caseworker with two years of 
supervisory experience. Supervision from Casework Director. 
Minimum salary $3400. 2'/, hours from New York City. 
Write H. W. Sayles, Family and Children's Service, 129 E. 
Orange St., Lancaster, Pa. 








CASEWORKERS. Openings for professionally trained case- 
workers. Diversified limited case load, consulting analyst, 
good supervision, seminars, student training center. Family 
life education and other projects offer varied opportunities 
for professional development. Write Family Service of 
Memphis, 910 Falls Building, Memphis |, Tenn. 





CASEWORKERS professionally trained ir either children or 
family field. Salaries $2400 to $3400. 

CASE SUPERVISOR professionally trained with supervisory 
experience. Salary $3600 to $4000. The Child and Family 
Service, Inc., 616 Trinity, Austin, Texas. 





CASEWORKER of experience and complete training who 
can assume some supervisory responsibility and handle cases 
involving family counseling service. Initial salary $3,000 to 
$3,300 per annum, with annual salary increments. Family 
Service Bureau, 403 Gray Avenue, Houston 3, Texas. 





Professional training required. Experience 
preferred but not necessary. Minimum salary $3000. Good 
personnel practices. Psychiatric consultation. Special proj- 
ects. Wealthy industrial city of 200,000 with unusual cul- 
tural and social opportunities. Largest chemical center in 
America. Write Mary B. Buckingham, Family Service, 601 
Virginia St., East, Charleston 1, W. Va. 


CASEWORKER. 





HOME SERVICE DIRECTOR. Immediate opening for pro- 
fessionally trained caseworker with supervisory experience. 
Minimum salary $2700. American Red Cross, Wheeling, 
W. Va. 





Professionally trained worker for multiple 
function agency. Excellent personnel practices. Retirement 
plan. Salary range $2400-$3000. Children and Family 
Service Association, 1126 Chapline St., Wheeling, W. Va. 


CASEWORKER. 





SUPERVISOR professionally trained with supervisory experi- 
ence. Private child placing agency dealing with children 
in institutions and foster homes. Agency is member of 
Child Welfare League of America. Minimum salary is 
$3600. Starting salary dependent upon experience. CASE- 
WORKERS professionally trained, starting salary $2700. 
Write Catholic Social Welfare Bureau, 625 N. Milwaukee 7. 
Milwaukee 2, Wisc. 





CASEWORKERS. Two: One for family service and the 
other for children's case load. Salary $3000 to $3600. Good 
supervision and personnel practices. Write Jewish Family 
and Children's Service, 2218 North 3rd St., Milwaukee 12, 
Wisc. 





PSYCHIATRIC SOCIAL WORKER—Bureau of Mental Hy- 
giene, Dept. of Health, c/o University of Hawaii, Honolulu 
14, T. H. Worker to administer Bureau program on County 
of Maui, which includes three is!ands near Honolulu. Super- 
vision from Honolulu office. Responsibility Includes work-up 
for bi-monthy traveling clinics, follow-up treatment, com- 
munity interpretation, cooperative work with local social 
agencies. Salary: $309.58 per month plus $25.00 bonus. 
Graduation from two-year school, four years' acceptable ex- 
perience, preferably in guidance and supervision. 





MEDICAL SOCIAL WORKER. Opening for a qualified, 
experienced medical social worker in an active, growing 
department used as field placement for students. Oppor- 
tunity for advancement. State training and experience, 
salary expected. Apply to Miss |. F. Deeth, Director, 
Social Service Department, Toronto General Hospital, 
Toronto 2, Ont., Canada. 





VOCATIONAL SERVICE AGENCY 
64 W. 48, N. Y. 19 Gertrude R. Stein, Inc. 
A Professional Employment Bureau 
Specializing in Positions for 
Professionally Qualified Men and Women in 
New York City and Vicinity 
CASEWORKERS & SUPERVISORS 
CoMMUNITY ORGANIZERS 
Group WorKERS 
Funp RAISING ORGANIZERS 
Pusiic RELATIONS EXECUTIVES 




















BOSTON UNIVERSITY 
SCHOOL OF SOCIAL WORK 


Case Work, Psychiatric Social Work, Medical 
Social Work, Group Work. 


Summer term for experienced social workers 
begins May 31, 1949. : 


Fall semester begins September 14, 1949. 
For information and catalogue, apply to 
the Dean. 


84 Exeter Street Boston, Mass. 

















